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Abstract 
 
Aim 
This thesis explores the seeking of help from a General Practitioner in the 
event of psychological distress. The study explores help-seeking, lay 
understanding around mental health, and the relationship between the two.  
 
Background 
Help-seeking has been shown to vary according to different demographic 
factors, and is not necessarily correlated with need. Frequently, those who need 
help most do not seek it, whilst those with low need are more likely to enter 
care; help-seeking is complex, and there is value in understanding more about 
current patterns. Lay knowledge is perceived as playing a crucial role in help-
seeking, providing rationale for examining the two alongside each other. 
 
Method 
Qualitative interviews were used to explore the stories of people who have 
UHFHQWO\ VRXJKW KHOS DORQJVLGH LQWHUYLHZV IURP D JURXS RI µOD\¶ SDUWLFLSDQWV
who discuss distress, help-seeking and mental health more generally. 20 
interviews were carried out, analysed using a combination of thematic analysis 
and the process of analytic induction.  
 
Findings 
The thesis sheds light on the limited role of lay knowledge; its role is most 
evident when considering hypothetical help-seeking. For recent help-seekers, 
journeys towards care were mediated by factors pertaining to their wider lives; 
help-seeking was intimately related to their context. Help-seeking is the 
outcome of a complex interplay of factors and the study sheds light on aspects 
RILQGLYLGXDOV¶VWRULHVWKDWUHQGHUGLVWUHVVmore or less likely to enter Primary 
Care. The process of medicalisation is illuminated, for example, individuals 
receiving care for physical health problems are particularly prone to their 
distress being medicalised. Findings lend support to a contextually-rooted 
approach to understanding help-seeking. Expectations of ± and preferences for 
± care are explored, evidencing a need for General Practitioners to consider 
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referral to self-help and/or support groups within the community; individuals 
may not necessarily be seeking a medicalised response.   
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Citing conventions  
When citing a published source, words are spelled according to their original 
VRXUFHIRUH[DPSOHWKH$PHULFDQVSHOOLQJRIWKHZRUGµEHKDYLRU¶LVFLWHGHYHQ
if this differs to its usage in the remaining body of the thesis.  
 
When citing published work, an HOOLSVLVµ¶LVXVHGWRGHQRWHUHPRYHGWH[W 
 
However, when citing the speech of study participants, the same use of ellipses 
µ¶GHQRWHVDSDXVH LQ WKHLUVSHHFK7KLV LV LQRUGHU WR LQFOXGHSDXVHVZLWKLQ
SDUWLFLSDQWV¶TXRWDWLRQVVRWKDWVSHHFKFDQbe read in a manner that represents 
LWV XWWHUDQFH :KHQ LQGLFDWLQJ WKDW SDUWLFLSDQWV¶ VSHHFK KDV EHHQ RPLWWHG
HOOLSVHVZLWKLQVTXDUHGEUDFNHWVµ>@¶DUHXVHGLQVWHDG 
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Chapter 1 
 
Introduction 
 
 This thesis is about the seeking of help in primary care when 
experiencing psychological distress. It is a sociological investigation ± indeed 
from the perspective of medical sociology ± into how and why people within 
Nottingham seek care from their General Practitioner (GP) when experiencing 
such distress. This introductory chapter will briefly provide some context to the 
study, explaining why help-seeking is a matter of contemporary interest. 
Greater context for study will be given in chapter 2 (the literature review), 
however an introduction is given here, along with the research questions, so 
that the purpose and aims of the study are explicit from the outset. I will then 
outline the contribution of this study ± which is to illuminate the process of 
help-VHHNLQJDQGLWVLQVHSDUDELOLW\IURPDSHUVRQ¶VZLGHUFRQWH[W± so that the 
VWXG\¶V PDLQ WKHRUHWLFDO FRQWULEXWLRQ LV XQGHUVWRRG , ZLOO WKHQ SURYLGH DQ
RXWOLQH RI WKLV WKHVLV¶ FKDSWHUV VXPPDULVLQJ KRZ HDFK FKDSWHU FRQWULEXWHV WR
the overall findings of the study. As well as shedding light on the importance 
of context, the study provides insight into specific nuances of seeking help, and 
ZKHQDQGZK\DQLQGLYLGXDO¶VGLVWUHVVPLJKWFRPHWREHµPHGLFDOLVHG¶ 
 
Context of the study 
As mentioned above, this thesis explores how and why people within 
Nottingham seek care from their GP when experiencing psychological distress. 
Much is known about the different rates of consultation that can be found 
within the United Kingdom (UK) population, for example, that women seek 
help for distress more than men. But the figures mask complex processes that 
lead to such statistics, such as different levels of distress between groups, 
differing access to resources, and differing ways of responding to distress, to 
name but a few. The underlying problem relating to help-seeking is that 
frequently, people with high need of help do not seek it, whilst people with low 
need do. This is an oversimplification that will be explored more in the 
literature review, however this is the underlying problem pertaining to help-
seeking: why do some people seek help, and not others? 
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 The study began as a CASE studentship (Collaborative Awards in 
Science and Engineering) that comprised a funding partnership between the 
Economic and Social Research Council (ESRC) and NHS Nottingham City, 
the Primary Care Trust (PCT) that delivers healthcare for the city of 
Nottingham. The study was created to investigate help-seeking within 
Nottingham, and to see whether specific beliefs around mental health treatment 
might be shaping demand for services. The impetus for the study was derived 
out of experience within the PCT (Ian Shaw 2008, pers. comm.) that despite 
high initial demand for care, referral to psychological therapies yielded a low 
rate of attendance (that LVDKLJKUDWHRI'1$Vµ'LG1RW$WWHQG¶7KHVWXG\
was therefore designed to explore lay understanding around mental health and 
to consider its impact upon the help-seeking process: do people hold beliefs 
around treatment that lead to high demand, but that might then culminate in 
failure to attend a referral?  
 Current levels of help-seeking within primary care are high; recent 
figures from the Department of Health (2008) indicate that one third of GPs¶ 
time is spent on mental health issues and that one in six UK adults has a 
common mental health disorder. According to NICE (National Institute for 
&OLQLFDO([FHOOHQFHFRPPRQPHQWDOKHDOWKGLVRUGHUVDFFRXQWµIRURQHLQILYH
of all work days lost and cost 8.HPSOR\HUVEQHDFK\HDU¶(NICE 2011b). 
NICE suggest that: 
 
at any one time common mental health disorders can be found in around 
one in six people in the community, and around half of these have 
significant symptoms that would warrant intervention from healthcare 
professionals. (NICE 2011a, p.19)  
 
Thus, the prevalence of common mental health disorders is perceived as high. 
Different theoretical perspectives are discussed within the literature review that 
provide alternative explanations and suggest that such statistics are not 
necessarily an accurate indication of the prevalence of mental illness. One such 
H[SODQDWLRQ LV 'H 6ZDDQ¶V (1990) argument that individuals have come to 
UHVKDSH WKHLU µWURXEOHV¶ DV µPHQWDO KHDOWK SUREOHPV¶ DQG WKDW GLVWUHVV LV
increasingly viewed through a medical lens ± distress is being medicalised. 
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With such arguments in mind, a study pertaining to lay understanding was 
viewed as highly relevant; indeed, greater understanding of what might 
increase the likelihood of help-seeking, and what might inhibit it, has salience 
to current healthcare delivery. As will be discussed, lay understanding is 
viewed as crucial to the process of help-seeking.  
This thesis takes a novel approach to the study of help-seeking. It 
explores help-seeking alongside lay understanding, as two separate phenomena 
and also as phenomena that are potentially related. There is a perceived 
relationship between the two that is discussed in the literature review, although 
both areas are initially explored individually to allow the potential for insight to 
arise that is not derived from their relationship. Thus, the possibility of insight 
into their relationship, as well as other factors that may be salient, is created. 
By studying lay understanding and help-seeking, the thesis explores what 
factors might influence help-seeking, and creates the opportunity to explore 
ZKHWKHUH[SHFWDWLRQVDURXQGFDUHWKDWDUHUHPLQLVFHQWRI'H6ZDDQ¶VUHIUDPLQJ
of troubles might underpin increased demand for care.  
 As will be outlined in the literature review, I address previous research 
related to help-VHHNLQJDQGIRFXVXSRQZKDW,WHUPµWKHKHOS-VHHNLQJSUREOHP¶
Whilst it may be premature to highlight the problem here (indeed, this 
definition is most suited to the literature review where supporting arguments 
precede it), I will do so briefly here so that the research questions below are 
YLHZHGLQFRQWH[W,GHILQHµWKHKHOS-VHHNLQJSUREOHP¶WKXV 
 
There are very high rates of help-seeking and the causes of this trend are 
unclear. Apparent trends within help-seeking figures ± that certain groups 
consult more frequently than others ± cannot readily be explained with 
reference to need. There are groups that access care less readily than others, 
potentially culminating in more serious manifestations of distress if left 
XQWUHDWHG WKHUH LV DOVRDKLJKSUHYDOHQFHRI µORZQHHG¶ LQGLYLGXDOVZKRVHHN
care. It is not yet fully understood why these observed differences are as they 
are, and there is potential importance in helping those who most need care in 
accessing it, whilst at the same time understanding why there are high levels of 
help-seeking elsewhere.  
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It is within this context that this study locates itself. Specifically, it seeks to 
examine lay understanding alongside help-seeking, to explore its potential 
influence. This significantly shapes the study design.  
The research questions are discussed in more depth in chapter 3, 
however I will introduce them here so that the inquiry that drives this thesis is 
clear from the outset. The overarching research questions are:  
 
According to the accounts of individuals, when and why do some people 
seek help from their GP when experiencing distress? And what role does 
lay understanding play in this?  
 
The study also addresses three sub-questions that address the topics of lay 
understanding and help-seeking in isolation, and then together, so that when 
viewed as a whole they provide insight into the overall research question. The 
sub-questions are: 
1. +RZ GR µOD\¶ SDUWLFLSDQWV FRQFHSWXDOLVH µPHQWDO KHDOWK¶ µPHQWDO
LOOQHVV¶DQGGLVWUHVV"$QGZKDWH[SHFWDWLRQVDUHWKHUHDURXQGFDUH" 
2. What reasons do recent help-seekers give for seeking help when they 
did? What expectations did they have of care, and what other factors 
played a role? 
3. What is the nature of the relationship between lay understanding and 
help-seeking?  
 
Based upon recent interpretivist work relating to help-seeking (Biddle et al. 
2007), and a trend within literature that emphasises the importance of the 
meanings attached to illness and seeking help, the study design employed 
methods that elicited in-depth views from participants. This was intended to 
garner insight into the views and experiences that culminated in seeking help, 
EDVHG XSRQ WKH LQGLYLGXDO¶V DWWULEXWLRQ RI PHDQLQJ WR WKHLU H[SHULHQFH 7KH
thematic findings, however, point towards the saliHQFH RI LQGLYLGXDOV¶ ZLGHU
lives to their process of help-seeking, and for some the experience and 
interpretation of distress is inextricable from their wider social lives, as 
opposed to focusing upon the meanings attached to illness or seeking help. The 
sWXG\ WKHUHIRUH VKRZV LQVLJKW LQWR WKH FRQWH[WXDO QDWXUH RI LQGLYLGXDOV¶
14 
 
trajectories. In responding to the different research questions, different aspects 
RI LQGLYLGXDO¶V FRQWH[WV DUH LOOXPLQDWHG WKURXJKRXW WKH WKHVLV $V ZHOO DV
providing insight into the relationship between help-seeking and lay 
understanding, the study illuminates other contextual factors pertaining to help-
seeking (i.e. EURDGHU DVSHFWV RI D SHUVRQ¶V OLIH VXFK as access to alternative 
forms of help and support (e.g. workplace counselling) or concurrent physical 
health problems) that provide insight into why some individuals seek help 
when they do (and why some individuals do not). These factors exceed the role 
RI OD\XQGHUVWDQGLQJ DQG VKRZKRZDSHUVRQ¶V ZLGHU OLIH HQDEOHVRUKLQGHUV
help-VHHNLQJ MXVW DV LWPLJKWDIIHFWDSHUVRQ¶V OHYHOVRIGLVWUHVV7KLV UHIOHFWV
the salience of older studies ± in particular the work of Zola (1973) ± who 
demonstrates that help-seeking reflects other aspectVRIDQ LQGLYLGXDO¶V OLIH in 
conjunction ZLWK WKHLU µLOOQHVV¶ 7KXV WKH VWXG\ SURYLGHV VXSSRUW IRU DQ
approach that views help-seeking as the outcome of a complex interplay of 
IDFWRUV WKDW FDQQRW EH UHGXFHG WR WKH VLPSOH µGHWHUPLQDQWV¶ RU GHPRJUDSKLF
factors that are frequently the receipt of focus (IRUH[DPSOHµQHHG¶µVHYHULW\¶
gender and age, as will be discussed in the literature review). Recent work of 
Pescosolido (2011) ORFDWHV DSHUVRQ¶V FRQWH[W DV UHODWHG WR WKH FDXVHRI WKHLU
distress as well as the consequences, and this study provides support for such 
an emphasis upon context. The study also illuminates some of the more subtle 
factors that shape why some individuals are particularly likely to come into 
care, and why some are not.  
The theoretical contribution of this study is that it provides insight into 
theorising help-seeking, and also into the role of lay understanding in the 
process of help-seeking. It helps to illuminate the limitations of lay 
understanding in determining help-seeking, and that help-seeking is not 
necessarily an individualised process; thus, a focus upon lay understanding (as 
a determining factor), or any model that assumes purposive action on the part 
of an individual, may be insufficient. This thesis also sheds light on aspects of 
DQLQGLYLGXDO¶VOLIHWKDWPLJKWKLQGHURUHQDEOHKHOS-seeking, and why distress 
may come to be viewed as amenable to medical help. The study provides 
insight into what individuals might perceive as beneficial in the event of 
distress; this has potential policy relevance, and the study highlights a potential 
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disparity between what individuals view GPs as being able to provide, and 
what GPs themselves might be likely to provide.  
 
Structure of the thesis 
I will provide a brief chapter outline so that the structure of this thesis is 
explicit: 
Chapter 2 provides a review of the relevant literature. It begins with a 
EULHIKLVWRU\SHUWDLQLQJWRWKHRULJLQVRIWKHFRQFHSWRIµPHQWDOLOOQHVV¶DQGLWV
DVVRFLDWHG WUHDWPHQW VR WKDW WKH VWXG\¶V DSSURDFK ZKLFK LV WR YLHZ PHQWDO
illness as a temporally-specific concept whose current definition and treatment 
is shaped by a range of factors, is underlined. It then provides an overview of 
the concept of help-seeking ± DQ DVSHFW RI µLOOQHVV EHKDYLRXU¶ ± and the 
conflicting patterns that exist within primary care that defy simple explanation. 
The chapter then proceeds with an overview of lay understanding, the 
implications of and reasons for studying the term, and what is known about lay 
understanding in an international and UK context. The background to the study 
of the two concepts ± help-seeking and lay understanding ± is then explained 
with reference to literature that suggests the two are interlinked. The concept of 
medicalisation is then introduced, as this pertains to the process of viewing 
emotions and/or behaviour through a medical lens, a process that underlies 
help-seeking to some extent (this will be more fully explained and challenged 
throughout the thesis). The chapter then finishes with an explanation of the 
VWXG\¶VRQWRORJLFDODQGHSLVWHPRORJLFDO position, in order to provide clarity as 
WR WKH XVH RI WKH WHUP µPHQWDO LOOQHVV¶ IURP WKH SHUVSHFWLYH RI ZHDN
constructionism (Hacking 2003). When conducting a study related to mental 
KHDOWK IURP D VRFLRORJLFDO SHUVSHFWLYH LW LV HVVHQWLDO WR FODULI\ RQH¶s 
RQWRORJLFDO SRVLWLRQ UHJDUGLQJ WKH UHDOLW\ RI WKH FRQFHSW RI µPHQWDO LOOQHVV¶
itself.   
Chapter 3 provides an overview of the study design and implementation, 
along with the research questions. It locates the study as a qualitative 
interpretivist investigation that explores lay understanding and help-seeking 
through the stories of people in Nottingham. The study involves interviews 
ZLWKSHRSOHZKRKDYHµKHOS-VHHNHUV¶DQGKDYHQRWµOD\SDUWLFLSDQWV¶VRXJKW
help for psychological distress. The reasons for such an approach, which are 
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explained more fully in chapters 2 and 3, is that in order to elicit lay 
understanding that has not been shaped by healthcare professionals, it is 
necessary to speak to people who have not had their views shaped by the 
receipt of mental health care. In addition, in order to understand the process of 
help-seeking, it is necessary to speak to people who have sought help. Thus, 
the study comprises interviews with these two different groups.  
Chapter 4 provides data and analysis relating to the lay participants. It 
provides insight into both the nature and content of lay understanding; it is 
important to understand both as the utility of lay understanding (as a concept) 
is tempered by its idiosyncratic and changeable nature. Nuances of views 
amongst the public are explored that shed light on when individuals might 
FKRRVH WR YLHZ VRPHRQH¶V RU WKHLU RZQ H[SHULHQFH DV D µPHQWDO KHDOWK
SUREOHP¶ DQG ZKHQ DSSURSULDWH FDUH PLJKW EH VRXJKW 9LHZV RQ DSSURSULDWH
care are also discussed. The chapter sheds light on the perceived consistency 
between lay understanding and hypothetical help-seeking, as well as the 
context in which help-seeking decisions are made. It provides a depth of 
insight into lay understanding that is original within a UK context.  
Chapter 5 explores the experiences of help-seekers, and focuses upon 
the process of interpretation that was, or was not, experienced. The chapter 
H[SORUHV VSHFLILF LQGLYLGXDOV¶ H[SHULHQFHV WR KLJKOLJKW GLIILFXOWLHV LQ DFWXDOO\
ascertaining that VRPHWKLQJZDVµZURQJ¶7KHFKDSWHUJRHVRQWRLOOXPLQDWHWKH
importance of help-VHHNHUV¶FRQWH[WVDVERWKDIDFWRULQWKHLUGLVWUHVVDQGDOVR
D IDFWRU LQ WKH UHFRJQLWLRQ RI µD SUREOHP¶ ,W KLJKOLJKWV WKH H[SHULHQFHV RI
individuals whose presence within medical care (for physical health problems) 
rendered their distress as particularly amenable to medicalisation, and this is an 
RULJLQDO LQVLJKW 7KH VDOLHQFH RI LQGLYLGXDOV¶ FRQWH[WV WR WKHLU KHOS-seeking 
trajectories is emphasised; stories are grounded in, and inseparable from, their 
context. Lay understanding is viewed as playing only a limited role in their 
stories, alongside other more immediate factors including the consequences of 
distress itself, the occurrence of unexpected events and the failure of other 
resources to alleviate distress. The data contributes to a shift that is currently 
taking place within help-seeking research towards viewing help-seeking as 
contextually-located, by providing supporting data that was derived from an 
interpretivist UK-based study.    
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&KDSWHU  H[SORUHV SDUWLFLSDQWV¶ H[SHFWDWLRQV RI FDUH LI DQ\ ZHUH
present) and examines the views of both groups to consider how they align 
with the services that a GP is able to provide. This chapter therefore provides 
the opportunity for recommendations regarding service provision, and shows 
the potential for useful signposting that is not apparently given within 
FRQVXOWDWLRQV EDVHG XSRQ SDUWLFLSDQWV¶ H[SHULHQFH HYHQ WKRXJK VXFK
signposting is potentially within the remit of a stepped care approach (NICE 
2011a). Such insight forms the basis of an original finding. The chapter also 
reflects upon whether expectations of care played a role in participants seeking 
care, and provides insight into the process of medicalisation that takes place 
when a GP provides a medical response WR DQ LQGLYLGXDO¶V GLVWUHVV DQG QRW
necessarily before). The chapter shows how contemporary beliefs around 
mental health, and appropriate care, interact with the UK healthcare context. 
Chapter 7 provides a reflection upon the study and shows how it 
contributes to elucidating the context of help-seeking within the UK. It 
reiterates the main findings regarding how the study has answered the research 
questions, namely, by shedding light on the limitations of the relationship 
between lay understanding and help-seeking, because of its inherently 
contextual QDWXUH µFRQWH[WXDO¶ UHIHUULQJ WR D SHUVRQ¶V EURDGHU OLIH LQFOXGLQJ
their access to other resources). This chimes with the current focus of 
3HVFRVROLGR¶VZRUN\Ht is derived from an approach that differs to that 
RI3HVFRVROLGR¶V UHLQIRUFLQJ WKH VDOLHQFHRI VLPLODU ILQGLQJV ,Q DGGLWLRQ WKH
study has shed light on specific nuances of why people experiencing significant 
physical health problems might be particularly likely to come into care for 
distress. It shows the process of partial medicalisation of distress on the part of 
individuals, and why there might be a mismatch between what individuals 
expect a GP to be able to provide, and the response they might actually receive. 
7KHFKDSWHUWKHQUHIOHFWVXSRQWKHVWXG\OLPLWDWLRQVDQGXSRQWKHUHVHDUFKHU¶V
own role in the study. By shedding light upon the context in which help-
seeking decisions are made, and the difficulties of interpretation that help-
seekers face when experiencing distress, the study deepens understanding of 
when and why distress might come to be viewed, or not viewed, as something 
that may benefit from help from a GP. 
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Chapter 2. 
 
'HILQLQJWKHFRQWH[WRIµWKHKHOS-VHHNLQJSUREOHP¶ 
 
This chapter provides a review of the main bodies of literature relating 
to WKH VWXG\ $V WKH VWXG\ GUDZV XSRQ DQ DVVXPSWLRQ WKDW DQ LQGLYLGXDO¶V
behaviour in the event of distress may reflect current approaches to distress, it 
is necessary to provide some support to the notion that distress is a 
contextually-specific phenomena. This is done by providing a very brief 
KLVWRU\WRWKHFRQFHSWRIµPHQWDOLOOQHVV¶DQGKRZLWLVFRQVWUXHGLQWKHSUHVHQW
day, including the range of professions that attend to distressed individuals and 
WKHEURDGUHPLWRIZKDWLVHQFRPSDVVHGE\WKHWHUPµPHQWDOKHDOWKSUREOHPV¶
:KLOVW LW LV D µZHOO-UHKHDUVHG DUJXPHQW¶ (Rogers and Pilgrim 2005, Busfield 
2011) WKDW WKHFXUUHQWFRQFHSWRIµPHQWDO LOOQHVV¶KDVLWVURRWV LQKLVWRU\ LW LV
nonetheless worth repeating some of the key messages that come out of such 
an assumption. The chapter then moves on with a review of the literature 
pertaining to help-seeking, and explores some of the difficulties that are 
apparent in understanding rates of help-seeking in a contemporary context; this 
section defines µWKH KHOS-VHHNLQJ SUREOHP¶ , ZLOO DOVR H[SORUH VRPH RI WKH
recent developments within help-seeking research, as this study reflects such 
recent developments in its design. I then explore literature around lay 
understanding, discussing the concept (and its limitations) before exploring 
what is already known about lay understanding, and how it might usefully be 
applied to help-seeking. I then discuss the concept of medicalisation, as well as 
related arguments that discuss potential alternative explanations for the 
increased prevalence of mental illness that can be found in recent surveys. This 
helps to provide a range of different potential explanations that might underlie 
UHFHQW LQFUHDVHV /DVWO\ WKH FKDSWHU H[SORUHV WKLV WKHVLV¶ RQWRORJLFDO DQG
epistemological position; in order to carry out a sociological study related to 
mental health, it is necessary to consider the reality of the concept, and this is 
PRVWXVHIXOO\DFKLHYHGZKLOVWVLPXOWDQHRXVO\DGGUHVVLQJWKHVWXG\¶VHSLVWHPLF
underpinning.  
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A brief hiVWRU\ WKHHYROXWLRQRI µPHQWDO LOOQHVV¶DQGPHQWDOKHDOWKFDUH
within the UK 
In order to locate this thesis within the field of the sociology of mental 
health and illness, it is necessary to provide some background to the topic of 
µPHQWDO KHDOWK¶ DV D Foncept within the UK. By illuminating some of the 
history of the term, its contextual specificity is highlighted and its current form 
within broader society can be viewed as evolving and interactive. This history 
focuses solely on the UK for reasons of brevity; it is acknowledged that the 
historical development of the concept of mental health, and its corresponding 
treatment, is a complex product of factors including international. However, 
because the study is aimed at help-seeking and lay understanding ± both 
viewed as culturally influenced to some extent, as will be described in more 
detail in the corresponding sections below ± within the UK, its historical 
context requires illuminating most clearly. I will provide a very brief history of 
the concept, that necessarily skips across large swathes of policy and social 
developments; this is so that its purpose, which is to illustrate four main points, 
can be done in a concise manner. These four main points are: to show the 
evolving nature of the concept and some insight into why it evolved as it did 
(i.e. some of the social movements that fed into its development); to identify 
the main different treatment approaches and some insight into their history; to 
highlight the broad range of different professional roles in the field; and to 
show the evolution of the variety of different problems that fall within its remit. 
This will then situate the current study, which examines contemporary views 
around mental health alongside the process of seeking help, in a broader 
historical context. Much fuller reviews of the history of the concept (and the 
DVVRFLDWHGµWUHDWPHQW¶UHVSRQVHVZLWKLQWKH8.DUHSURYLGHGHOVHZKHUHThis 
history will start with the developments that arose following the First World 
War.   
 
Developments that followed the First World War: a shift in perceptions and 
treatment methods 
Prior to the First World War, mental illness was largely treated in 
asylums, and with a focus upon biological treatment. For a number of reasons, 
asylums were very crowded and conditions were poor; treatment was therefore 
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reserved for those whose problems were severe (Jones 1972, Jones 1993). The 
H[SHULHQFHRIµVKHOOVKRFN¶IROORZLQJWKH)LUVW:RUOG:DUFUHDWHGa shift in how 
people viewed mental ill health. Following the return of soldiers experiencing 
shellshock, previous views (fuelled by the Eugenics movement, about the role 
RI µIDXOW\ JHQHV¶ ZHUH FKDOOHQJHG DQG LW ZDV WKHQ VHHQ DV VRPHWKLQJ WKDW
could affect anyone and was not necessarily hereditary (Jones 1972, Jones 
1993, Rogers and Pilgrim 2005, Horwitz and Wakefield 2007). Following the 
treatment of shellshock using both psychiatric and psychoanalytic methods, the 
professions of psychiatry and psychology both increased in status (Rogers and 
Pilgrim 1996). However, it was the psychiatric profession that was viewed as 
the dominant profession, and this remains the case to the present day (Busfield 
2011) $IWHU WKH )LUVW :RUOG :DU WUHDWPHQW PHWKRGV ZHUH PRUH µHFOHFWLF¶
(Rogers and Pilgrim 2005, p.142)ZLWKµQHXURVHVEHLQJWUHDWHGSV\FKRORJLFDOO\
DQG PDGQHVV EHLQJ WUHDWHG ZLWK SK\VLFDO PHDQV¶ (Rogers and Pilgrim 2005, 
p.142). The 1930 Mental Treatment Act introduced the possibility of voluntary 
in-patient treatment as well as a different non-voluntary certification, for 
µWHPSRUDU\¶ XVH (Fawcett and Karban 2005) WKH WHUP µPHQWDO KRVSLWDO¶ DOVR
FDPHLQWRXVHUHSODFLQJWKHWHUPµDV\OXP¶(Fawcett and Karban 2005). Despite 
the increase in use of hospital-based somatic psychiatry during the inter-war 
period, the Second World War sparked an increase in the use of psychoanalytic 
methods of treatment (Rogers and Pilgrim 2001) specifically in the army 
psychiatric services. Arising from an awareness of the problems of shellshock, 
new innovations were implemented for the army patients, such as the 
introduction of small group psychotherapy and therapeutic community 
approaches (Rogers and Pilgrim (2001), drawing from the work of Jones 
(1952), Main (1957) and Bion (1961)); however, despite the use of 
psychological methods during the war, and the increase in confidence in those 
methods, the post-war era saw a return to biological psychiatry (Rogers and 
Pilgrim 2001).  
 
The beginning of deinstitutionalisation and treatment within the community 
In the 1950s, there was concern over the severe crowding of mental 
hospitals and a huge economic burden associated with maintaining the 
buildings (Jones 1972, Jones 1993). Jones (1972, 1993) argues that alongside 
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this economic burden WKUHH µUHYROXWLRQV¶ HPHUJHG WKDW FRQWULEXWHG WR
deinstitutionalisationKRZHYHU-RQHV¶FRQVHUYDWLYHDQDO\VLVLVFRQWHVWHG,ZLOO
briefly summarise it here so that the changes it focuses upon are highlighted. 
-RQHVVXJJHVWV WKDWDµVRFLDOUHYROXWLRQ¶RFFXUUHGZLWKWKHVWDUWRIWKHµRSHQ-
GRRU¶(Jones 1972, p.291) movement in hospitals, moving treatment more into 
the community so that hospital treatment represented only a part of care. A 
µOHJDOUHYROXWLRQ¶EHJDQZLWKWKHDSSRLQWPHQWRID5R\DO&RPPLVVLRQ, which 
sparked a movement for the reform of the law (Jones 1972) leading to the 
PHQWDO +HDOWK $FW RI  ZKLFK FHPHQWHG WKH JRYHUQPHQW¶V LQWHQWLRQ WR
move care away from institutionalisation towards care in the community (Jones 
1972, Jones 1993). Jones (1993) suggests that a µpharmacological revolution¶ 
took place in the early 1950s with the development of new drugs for the 
treatment of mental illness, and that new drugs offering relief from some of the 
symptoms of mental illness enabled a reduction to take place in the number of 
patients in mental hospitals. However, Rogers and Pilgrim (2005) point out a 
number of flaws in this latter argument in particular, most notably that 
deinstitutionalisation began before such medication was introduced, and they 
FDXWLRQDJDLQVWUHOLDQFHXSRQ-RQHV¶LQWHUSUHWDWLRQ.  
Other factors argued as playing a role include the anti-psychiatry 
movement, which gained momentum following the publication of important 
theoretical critiques of the prevailing approaches to the treatment of mental ill 
KHDOWK*RIIPDQ¶V (1961) µ$V\OXPV¶)RXFDXOW¶V (2007 [1961]) µ0DGQHVVDQG
&LYLOLVDWLRQ¶DQG7KRPDV6]DV]¶V(1970) µ7KH0DQXIDFWXUHRI0DGQHVV¶FDOOHG
into question the power of the psychiatric profession, the validity of their 
WUHDWPHQWV DQG WKH YDOLGLW\ RI WKH FRQFHSW RI µPHQWDO LOOQHVV¶ LWVHOI 7KH
µ5RVHQKDQ ([SHULPHQW¶ (Rosenhan 1973) also lent weight to these critiques, 
providing a chilling example of the fallibility of psychiatrists in delivering a 
OHJLWLPDWH GLDJQRVLV DQG UHFRJQLVLQJ µVDQLW\¶ 7KHVH HYHQWV RFFXUUHG DW D
similar time period as a political desire to reduce the economic burden of care 
(Carpenter 2000), and a move towards care in ± and by ± the community took 
place (Fawcett and Karban 2005). However Rogers & Pilgrim (2005) caution 
against reliance upon any one explanation for deinstitutionalisation, including 
that of the anti-psychiatry movement, and provide a useful and detailed 
discussion of differing perspectives that may have contributed each in small 
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part. For the purpose of this review, this range of factors will suffice; it is 
important to concede that such developments are a product of micro, meso and 
macro factors1 (Pilgrim and Rogers 1999, Carpenter 2000). Rogers and Pilgrim 
(2005) point out that treatment within the community has had success for some 
individuals; however, they also point out that treatment within the community 
includes treatment within inpatient psychiatric wards that show less positive 
outcomes for similar reasons to treatment that occurred within asylums 
(namely, a focus upon biomedical treatment, the use of compulsory detention 
and a poor social environment (Rogers and Pilgrim 2005)). Following 
deinstitutionalisation and the shift away from the use of asylums towards care 
within different parts of the community (including for those with less severe 
difficulties), the number of different professions involved in the care of people 
with mental health difficulties has increased (Busfield 2011).  
 
The growth of different professions, and the contemporary policy context 
Busfield (2011) suggests that the growth of different professions 
involved in mental health care provides some counter to the previous 
hegemony of psychiatry in this area:  
 
6RPHKDYHDUJXHGWKDWVLQFHWKHVSV\FKLDWULVWV¶GRPLQDQFHRYHUWKH
field of mental health and illness has, in some respects, been weakened, 
QRWOHDVWE\WKHHPHUJHQFHRIQHZJURXSVRIµSV\¶SURIessionals ± that is, 
practitioners and academics focusing on the mind or psyche, such as 
psychoanalysts, psychotherapists, clinical and health psychologists, 
mental health nurses and psychiatric social workers, with whom 
psychiatrists are, to some extent, in competition. (Busfield 2011, p.2) 
 
although she argues that the psychiatric profession remains dominant in this 
field of care. A variety of different types of service now fall within the remit of 
community care, as Rogers and Pilgrim (2005) describe:  
 
                                          
1 Pilgrim & 5RJHUVGHILQHWKHVHIDFWRUVDVPLFURµWKHDFWLRQVDQG
LQWHUDFWLRQVRILQWHUHVWJURXSVDQGWKHLUFRQVWLWXHQWLQGLYLGXDOV¶S
PHVRµQDWLRQDODQGFXOWXUDOSROLF\OHJDFLHVDQGWUHQGV¶SDQGPDFUR
µJOREDOWUDQVFXOWXUDORUWUDQVKLVWRULFDOIDFWRUV¶S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Community care is constituted by a variety of activities and services. The 
main initiatives evident over the past 20 years include psychiatric 
services in primary healthcare settings, the expanded use of community 
psychiatric nurses, the development of community mental health centres, 
the provision of domiciliary services, the development of residential and 
day care facilities, an increased emphasis of voluntary services and 
informal care by relatives and friends, and the relocation of mental health 
responsibilities from the secondary care sector to primary care. (Rogers 
and Pilgrim 2005, p.182)  
 
Since treatment shifted closer to the community, different sites of treatment 
have proliferated and this has also led to a greater number of associated roles. 
5RJHUVDQG3LOJULPJRRQWRSRLQWRXWWKDWµ0HQWDOKHDOWKSURYLVLRQLQ%ULWDLQ
is still largely hospital-EDVHG¶(p.182), however it is possible to see the extent 
WR ZKLFK FDUH KDV EHHQ EURXJKW FORVHU WR µKRPH¶ DQG ZLWKLQ WKH UHPLW RI
primary care. At this point it is salient to provide a brief insight into the 
contemporary policy context so that the current climate of treatment and 
service provision, and the rationale underpinning them, is more clearly outlined. 
Since deinstitutionalisation, the shift towards care within the 
community has had its own controversies, most notably in relation to fears 
around dangerousness; in the 1990s, a number of attacks that took place in 
Britain fuelled concern over dangerousness (Fawcett and Karban 2005), 
leading to a shift in policy towards a disproportionate focus upon risk (Pilgrim 
and Rogers 1999). Care within the community has since battled to balance the 
competing concerns of care and control. Lester and Glasby (2006) suggest that 
WKLV LV WKH µFHQWUDO SDUDGR[ DW WKH KHDUW RI PHQWDO KHDOWK SROLF\ DQG SUDFWLFH¶
(p.48). The issue of control (indeed, the wider issue of social control (and 
deviance) that is a concern for sociologists in the area of mental health) is not 
central to the point of this historical summary and so will necessarily be 
sidestepped, suffice to say that it is acknowledged as a broad area of literature 
that permeates discussion of mental health care (and associated policy), from 
the work of the anti-psychiatrists mentioned above, and Zola (1972) onwards. 
)RU WKH SXUSRVHV RI WKLV UHYLHZ WKH UHTXLUHPHQW IRU WKH LVVXH RI µFRQWURO¶ WR
feature within mental health policy and practice is acknowledged.  
24 
 
The provision of mental health care, in relation to the wider area of 
KHDOWKFDUH SURYLVLRQ KDV EHHQ WHUPHG DV KDYLQJ µ&LQGHUHOOD¶ VWDWXV E\ PDQ\
(for example, Rogers and Pilgrim (2005) and Lester and Glasby (2006)). Under 
the previous (Labour) government, reform of services was taking place to 
improve mental health services and bring them closer to those of physical 
health; increased investment took place, albeit not evenly across sectors (Lester 
and Glasby 2006). The remit of the NHS was stated as broadening from one 
focused upon sickness to one focused upon health (DH 2004) and a broadening 
of this remit in relation to mental health can also be seen, for example, in the 
FRQFHSW RI PHQWDO KHDOWK SURPRWLRQ µ0HQWDO KHDOWK SURPRWLRQ LQYROYHV DQ\
action to enhance the mental well-being of individuals, families, organisations 
RU FRPPXQLWLHV¶ (DH 2001, p.27). In the Department of Health publication 
Making it Happen: A guide to delivering mental health promotion (2001), the 
topic of mental health is described as relevant to all, not just those who are ill, 
and the salience of good mental health (and of mental health promotion) to 
RWKHUDVSHFWVRIDSHUVRQ¶VOLIHLVH[SRXQGHG 
 
Everyone has mental health needs, whether or not they have a diagnosis 
of mental illness. These needs are met, or not met, at home, at work, on 
the streets, in prisons and hospitals, in schools and neighbourhoods ± 
where people feel respected, included and safe, or on the margins, in fear 
and excluded. Because everyone has mental health needs, the need for 
mental health promotion is universal and of relevance to everyone. 
Mental health promotion does have a role in preventing mental health 
problems, notably anxiety, depression, drug and alcohol dependence and 
suicide. But mental health promotion also has a wider range of health and 
social benefits. These include improved physical health, increased 
emotional resilience, greater social inclusion and participation and higher 
productivity. (DH 2001, p.28) 
 
A shift away from only sickness towards a greater concern with health and 
well-being EURDGHQVWKHUHPLWRIKHDOWKFDUHSURYLVLRQQRWLRQVRIµKHDOWKLQHVV¶
PRYHDZD\IURPVLPSO\EHLQJ WKHµDEVHQFHRI LOOQHVV¶DQG WKLVPDUNVDFOHDU
FRQWUDVW WR HDUOLHU QRWLRQV RI µPHQWDO LOOQHVV¶ DV D VSHFLILF IRFXV RI SROLF\
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concern. Mental health policy now shows greater awareness of the burden 
DVVRFLDWHG ZLWK µFRPPRQ PHQWDO GLVRUGHUV¶ DV DQ DUHD RI IRFXV VHH IRU
example, the National service framework for mental health (DH 1999)), with 
such disorders being amendable to treatment within primary care. The 
JRYHUQPHQW¶V SURJUDPPH RI ,PSURYLQJ $FFHVV 7R 3V\FKRORJLFDO 7KHUDSLHV
µ,$37¶DQQRXQFHGLQZDVEDVHGXSRQWKHWUHDWPHQWVXFFHVVHYLGHQFHG
by certain psychological therapies, in particular CBT (Cognitive Behaviour 
Therapy) in helping people with depression and anxiety disorders (Clark et al. 
2009). The costs associated with this could be more than offset by the savings 
that could be made through helping people suffering from anxiety and 
depression, by helping them return to work and reducing the costs associated 
with medical treatment and welfare benefits (and recouping the benefits from 
extra taxation) (Clark et al. 2009). The rolling out of the IAPT programme has 
been taking place since 2008, and is expected to continue for a further three 
years (DH 2012), addressing the burden of care associated with the prevalence 
of anxiety and depression; indeed, evidence of its benefit to employment (and 
the associated reduction in welfare payments) for those who have used it so far 
is provided (DH 2012).  
Current policy represents a shift towards raising the importance of 
PHQWDOKHDOWKFDUHWRWKDWRISK\VLFDOKHDOWKµSDULW\RIHVWHHP¶(CEP 2012, DH 
2011)), and this is likely in no small part related to the perceived economic 
benefits mentioned above. The coalition government has continued to place 
mental health high on LWV KHDOWK DJHQGD DV SHU WKH GRFXPHQW µNo Health 
:LWKRXW 0HQWDO +HDOWK¶ (DH 2011)), although this is now amidst wider 
structural changes that are taking place within the NHS that are beyond the 
UHPLWRIWKLVVXPPDU\2QHRIWKHPDLQDLPVRIWKLVµILIWKSKDVH¶RIWKHKLVWRU\
is to evidence a policy context that has a much broader remit in terms of mental 
health care than ever before, a context that has broadened the limits of its 
ERXQGDULHVRIFDUHWRLQFOXGHDIRFXVRQµZHOO-EHLQJ¶DQGQRWMXVWVLFNQHVV$
discussion on specific measures of well-being (and its appropriate definition) is 
pertinent to contemporary research in this area, and is widely discussed 
elsewhere, for example, the work of Layard (2010). The remit of mental health 
services has changed significantly in recent times. Rogers & Pilgrim (2005) 
summarise the developments succinctly:  
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during the twentieth century the ambit of psychiatry changed in a number 
of ways. By the end of that century mental health services also dealt with 
a range of other problems, such as neurosis, personality disorder and 
substance misuse... At the same time, it was becoming evident that 
FRQGLWLRQV VXFKDVGHSUHVVLRQ WKH µFRPPRQFROGRISV\FKLDWU\ DW RQFH
IDPLOLDU DQG P\VWHULRXV¶ 6HOLJPDQ  DQG µDQ[LHW\¶ FRXOG EH
contained in primary care. The great majority of patients with these 
µFRPPRQPHQWDOGLVRUGHUV¶HLWKHUGLGQRWVHHNKHOSRUZHUHWUHDWHGRQO\
by GPs, an arrangement still applicable today. Thus the remaining picture 
is that the bulk of people deemed to have mental health problems never 
access specialist services. (Rogers and Pilgrim 2005, p.179)  
 
$V5RJHUV DQG3LOJULPSRLQWRXW WKHSHUFHLYHG µEXON¶RISHRSOHZLWKPHQWDO
health problems are now treated outside of specialist services (within primary 
FDUHDQGDUHDVVRFLDWHGZLWKµFRPPRQPHQWDOGLVRUGHUV¶WKDWFDQEHGHDOWZLWK
in primary care, although they also point out that many individuals with such 
problems do not seek care. Thus, the remit of mental health care has shifted 
WRZDUGV LQFOXVLRQRI µFRPPRQPHQWDO GLVRUGHUV¶ DQGFRQVHTXHQWO\ D VKLIW LQ
the types of services provided (and the associaWHG µEXUGHQ RI FDUH¶ KDV DOVR
taken place.   
 To summarise this brief history, the delivery of mental health care has 
evolved from treating only severe problems, in asylums, towards a context 
where mental well-being is widely discussed and is perceived as relevant to 
HYHU\RQH WKH FRQFHSW RI µPHQWDO LOOQHVV¶ KDV VKLIWHG WRZDUGV D JUHDWHU IRFXV
XSRQ µPHQWDO KHDOWK¶ :KDW LV FRQVLGHUHG WUHDWDEOH DQG DOVR DQ LOOQHVV KDV
DOVR EURDGHQHG WR LQFOXGH 6HOLJPDQ¶V µFRPPRQ FROG RI SV\FKLDWU\¶ (Rogers 
and Pilgrim 2005, p.179, citing Seligman (1975)). Whilst treatment was at one 
time only available for those within asylums, treatment is now possible within 
the community, and for a number of much less severe difficulties (as compared 
to those treated within asylums). The history of the professions pertaining to 
the treatment of mental ill health has developed over a long period of time, in 
conjunction with world events that have shifted how treatment and causation 
are viewed. There is a plurality of views in relation to the causation of mental 
health problems and in relation to treatment; the summary shows how the use 
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of treatments from psychiatry and psychology varied over the period from the 
First World War onwards, culminating in the continued dominance of 
psychiatry. The number of professions involved in mental health care is now 
large, following the shifting of care towards non-institutionalised contexts; care 
is now delivered by a number of different people in a number of different 
contexts, from psychiatric wards to in the home, with many people not coming 
into contact with specialist services. A shift has occurred toward primary care 
as a significant arena for delivery of care, and whilst the psychiatric profession 
likely retains dominance, there are now a number of other professionals who 
DOVR DGGUHVV WKH SRSXODWLRQ¶V QHHGV ,W LV ZLWKLQ WKLV FRQWH[W WKDW WKLV VWXG\
seeks to explore what beliefs members of the public hold around mental health 
(and mental illness), and what factors (including such beliefs) might influence 
attendance within primary care. 
To provide some context for this study, as mentioned in the 
introduction, recent figures from the Department of Health (2008) indicate that 
one third of GPs¶ time is spent on mental health issues and one in six UK 
adults has a common mental health disorder. These alarming numbers suggest 
that not only is there a significant burden upon the NHS, but also upon welfare 
services and the wider economy through associated disability. According to 
1,&( FRPPRQ PHQWDO KHDOWK GLVRUGHUV DFFRXQW µIRU RQH LQ ILYH RI DOO work 
GD\V ORVWDQGFRVW8.HPSOR\HUVEQHDFK\HDU¶ (NICE 2011b). However, 
there is contention amongst researchers as to what might actually underlie 
these figures (and in particular, why they have been increasing to their current 
level (Middleton and Moncrieff 2011)), with various potential causes and 
solutions being proposed. This literature chapter will address some of the 
potential alternative explanations so that potential explanations can be 
considered within the study.  
Having justified a theoretical approach that views mental illness ± and 
its associated treatment ± as contextually-specific, and illuminated some shifts 
WKDWKDYHWDNHQSODFHLQZKDWLVQRZZLWKLQWKHUHPLWRIµWUHDWPHQW¶,ZLOOQRZ
turn to literature that addresses help-seeking specifically. This literature 
comprises the study of help-seeking, why it is viewed as important, and how it 
is currently approached. 
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Introduction to the study of help-seeking: what is help-seeking, and why 
study it?  
The term help-VHHNLQJUHIHUV WRRQH DVSHFWRI µLOOQHVVEHKDYLRXU¶DQG
therefRUH LW LV XVHIXO WR FRQVLGHU WKH EURDGHU WHUP µLOOQHVV EHKDYLRXU¶ EHIRUH
focusing upon  help-seeking per se. Illness behaviour is a term coined by 
Mechanic and Volkart (1961) to describe: 
 
the way in which symptoms are perceived, evaluated, and acted upon by 
a person who recognises some pain, discomfort, or other signs of organic 
malfunction (Mechanic and Volkart 1961, p.52).  
 
The concept addresses the ways in which individuals respond to changes in 
their health, perceive and evaluate what is happening, and decide what action 
to take including tolerance of the problem. Mechanic (1995) suggests the 
concept of illness behaviour was first alluded to in 1929 by Henry Sigerist and 
WKHQ HODERUDWHG E\ 3DUVRQV LQ KLV FRQFHSW RI WKH µVLFN UROH¶ (Parsons 1951). 
6LQFH3DUVRQV¶ZRUNWKHFRQFHSWRILOOQHVs behaviour has received significant 
attention and continues to attract theorists attempting to model or otherwise 
account for variances in the behaviour of individuals upon the onset of 
symptoms of illness. It is useful here to point towards a well-cited distinction 
EHWZHHQµLOOQHVV¶DQGµGLVHDVH¶µ'LVHDVH¶LVDELRORJLFDOHYHQWSHUWDLQLQJWRDQ
LQGLYLGXDO¶VERG\DQGDQ\DVVRFLDWHGFKDQJHVDULVLQJIURPRUJDQLFGLVUXSWLRQ
µdisease LV VRPHWKLQJ WKDW SK\VLFLDQV GLDJQRVH DQG WUHDW¶ (Radley 1994, p.3, 
emphasis in original) µ,OOQHVV¶ is the social response to a disease, what 
Freidson (1970) FDOOV µD VRFLDO UDWKHU WKDQ ELRORJLFDO VWDWH¶ (Freidson 1970, 
p.206) DQGHQFRPSDVVHVYDULRXVDVSHFWVRIDQLQGLYLGXDO¶VUHVSRQVHWRERGLO\
changes, including modifying their behaviour or otherwise (for example, by 
WDONLQJWLPHDZD\IURPZRUNµIllness can be taken to mean the experience of 
disease, includLQJ WKHFRQVHTXHQFHVRIKDYLQJ WREHDU WKDWDLOPHQW¶ (Radley 
1994, p.3, emphasis in original). Mechanic (1995) provides a later, more 
detailed description of the concept of illness behaviour:  
 
Illness behavior refers to the varying ways individuals respond to bodily 
indications, how they monitor internal states, define and interpret 
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symptoms, make attributions, take remedial actions and utilize various 
sources of informal and formal care. Such behavior is important because 
it shapes the recognition of illness, the selection of patients into care, the 
degree of compatibility between patient and physician attributions, 
patterns of health practice and adherence with medical advice, and the 
course of illness and the treatment process. (Mechanic 1995, p.1208) 
 
AQ LQGLYLGXDO¶V LOOQHVV EHKDYLRXU LV WKXV LQKHUHQWO\ FRQWH[WXDO QRW RQO\ LV LW
based upon their assessment of the problem (which, as discussed in the section 
below, takes into account culturally specific ideas about health) but also in 
their consideration of different potential actions, the range of which is 
GHOLPLWHGE\DSHUVRQ¶VZLGHUVRFLDOFRQWH[W+HOS-seeking is only one part of 
the wider term illness behaviour (Mechanic 1978a), and yet it is important to 
locate help-seeking as part of this broader term so that help-seeking itself is 
located culturally, and as part of a broader range of processes. Help-seeking is 
the process of accessing help for a medical (or suspected medical) problem 
(Freidson 1970); whilst it mostly relates to accessing formal care (that is, care 
provided by an organisation, whether NHS, community-based or other), the 
process of help-seeking is likely to include accessing informal care, help and 
advice, such as that of family and friends. In relation to mental health in 
particular, not all care that is received is accessed voluntarily, and so accessing 
of care per se is not necessarily synonymous with help-seeking. However, this 
study does not focus on accessing care through non-voluntary routes (such as 
through a process of formal sectioning), as these require a different focus and 
UHVHDUFKGHVLJQLQGHHGDJUHDWHUMXVWLILFDWLRQIRUWKLVWKHVLV¶VSHFLILFDSSURDFK
will be given within the review of literature below, acknowledging that this 
encompasses only a portion of the total access to care that currently takes 
place). This study focuses on the seeking (or receipt) of care via a GP. 
Importantly, as I will expand upon below, seeking care via a GP may involve 
some level of coercion, as Pescosolido (1998) points out; it may be more useful 
to view this study as addressing the receipt of care through a GP, for people 
who do not enter care through involuntary routes. The reasons for this will now 
be more fully explained.  
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 An examination of contemporary research pertaining to help-seeking in 
the field of mental health reveals concern at the high levels of attendance 
within primary care; Shaw and Woodward (2004) point out that based upon a 
community sample, over 20% of  the community attends a consultation with 
their GP in relation to psychological distress, in any one year. There are 
arguments relating to the cause of this that I outline throughout this chapter, 
that provide competing explanations for such high numbers (or viewed from 
DQRWKHUSHUVSHFWLYHVXFKKLJKµLQFLGHQFHRIGLVHDVH¶6XFKDUJXPHQWVIDOOLQWR
two main camps: that there is an increase in the prevalence of mental illness, or 
WKDW WKH WHUPµPHQWDO LOOQHVV¶KDVH[SDQGHG WRHQFRPSDVVGLIILFXOWLHV WKDWDUH
QRW UHSUHVHQWDWLYH RI WUXH µLOOQHVV¶ 'HVSLWH WKHVH KLJK ILJXUHV RI DWWHQGDQFH
WKHUHLVDOVRFRQFHUQWKDWWKRVHWUHDWHGZLWKLQSULPDU\FDUHUHSUHVHQWWKHµWLS¶RI
D µFOLQLFDO LFHEHUJ¶ (Pill et al. 2001, Hannay 1979); Pill et al. suggest that 
µKHDOWKVHUYLFHVWUHDWRQO\WKHWLSRIWKHVXPWRWDORILOOKHDOWK¶(Pill et al. 2001, 
p.212). There is therefore a significant level of care sought within the 
population, yet there is also a sentiment that there is a significant amount of 
untreated disorder remaining in the community.  
 
Previous research related to help-seeking 
This section will focus upon empirical research related to help-seeking. 
This will achieve the aim of providing insight into how help-seeking is 
currently viewed, how it has been researched in the past and some abiding 
SUREOHPV ZLWKLQ WKLV ERG\ RI ZRUN ZKDW , ODWHU WHUP µWKH KHOS-seeking 
SUREOHP¶7KLVUHYLHZDGGUHVVHVUHVHDUFKLQWRKHOS-seeking relating to mental 
health difficulties in particular; later on in this section I will provide a brief 
summary of models that have been used to account for help-seeking and illness 
behaviour more generally (i.e. the broader field of health, as opposed to mental 
health in particular). This is to acknowledge awareness of the broader field of 
modelling illness behaviour in which this study is located, and to acknowledge 
the strengths and weaknesses of previous approaches and their suitability or 
otherwise in explainLQJµWKHKHOS-VHHNLQJSUREOHP¶ 
Help-seeking is studied in a variety of ways and from a variety of 
different perspectives. This includes different disciplines such as psychiatry, 
psychology, social psychology, sociology and anthropology; for different 
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outcomes such as to identify barriers, explain variation in usage between 
different demographics, understand how best to encourage more help-seeking 
amongst hard-to-reach groups (i.e. to bring help-seeking in line with what 
might be viewed as appropriate by professionals); and using different 
approaches such as examining the illness experience of people who have 
sought help, or understanding the networks surrounding help-seekers. The 
body of work is difficult to unify into a comprehensive or clear picture but I 
will point to some of the major themes so that the diversity and complexity is 
DSSDUHQWDQGDQRYHUDOOµKHOS-VHHNLQJSUREOHP¶PLJKWEHHDVLHUWRGLVFHUQ 
 
µ'HWHUPLQDQWV¶DQGEDUULHUV 
The most widely addressed topic in help-seeking literature engages 
ZLWK GLIIHUHQW µGHWHUPLQDQWV¶ RI KHOS-seeking; that is, factors that appear to 
correlate with higher levels of help-seeking, the inference being that these 
factors might play a role in whether one person is more likely to seek help than 
another. Much (but not all) research relating to determinants and barriers is 
carried out from a positivist standpoint, engaging with specific determinants 
that are likely to predict or explain patterns of help-seeking amongst diverse 
groups. Turning to determinants first, the most commonly-cited, strongest 
predictor of help-VHHNLQJLVIRXQGWREHµQHHG¶RUµVHYHULW\¶(Bebbington et al. 
2000b, Pescosolido and Boyer 1999, Bebbington et al. 2000a, Rickwood and 
Braithwaite 1994, Biddle et al. 2004), with co-morbidity playing a role in 
increasing likelihood of seeking help (Andrews et al. 2001b). However, this 
picture is by no means clear and there is some conflict between the different 
areas of research; different pieces of research present different pictures. 
Meltzer et al. (2003) suggest that reluctance to seek help increases with 
severity of symptoms, and Addington et al. (2002) argue that the probability of 
seeking help varies with diagnosis. Any relationship between severity and 
help-seeking is therefore far from clear, although there is gradual acceptance 
within the field that, frequently, those who need help most are most reluctant to 
seek it (Horwitz 1996, Bebbington et al. 2000b). Help-seeking is not 
necessarily an accurate indication of need, and research continues to try and 
DGGUHVVZK\DKLJKSUHYDOHQFHRI µORZQHHG¶ LQGLYLGXDOVXVH VHUYLFHVZKLOVW
those with high need may remain outside of services (Horwitz 1996). Recent 
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interpretivist work (Biddle et al. 2007) points to a cycle of avoidance that seeks 
to normalise ± that is, explain with reference to life events (see below for a 
fuller definition) ± LQFUHDVLQJO\µVHYHUH¶OHYHOVRIGLVWUHVVLQDQDWWHPSWWRDYRLG
WKH DFNQRZOHGJPHQW RI µUHDO GLVWUHVV¶ VKRZLQJ WKDW LQFUHDVHG QHHG GRHV QRW
necessarily meet with increased help-seeking, but providing some 
understanding of why.   
Demographic and socio-economic variables are said to play a key role 
in mediating help-seeking; gender, ethnicity, age and education have been 
found to correlate with different patterns of help-seeking (Rhodes et al. 2006, 
Andrews et al. 2001b, Rabinowitz et al. 1999, Pescosolido and Boyer 1999, 
Vanheusden et al. 2009, Shaw et al. 1999, Horwitz 1996) with gender showing 
as one of the strongest correlates of mental health service use (Andrews et al. 
2001b, Rabinowitz et al. 1999, Vanheusden et al. 2009, Horwitz 1996). 
However, this complicates the view that need is a strong predictor of service 
use; if gender is a strong predictor of help-seeking (and if need is indeed the 
strongest indicator), then it would follow that women (who have higher rates of 
help-seeking) have the greatest need for mental health services; this could be in 
line with arguments around social causation ± that women have higher rates of 
distress arising from their different social roles and status compared to those of 
men (Busfield 1988). However, Bebbington et al. (2000b) showed that women 
ZHUHµPRUHOLNHO\WKDQPHQ to contact their family doctor with a mental 
KHDOWKSUREOHPHYHQDIWHUVHYHULW\RILOOQHVVZDVFRQWUROOHG¶(Bebbington et al. 
2000b, p.1363). There is significDQW HYLGHQFH WKDW VXJJHVWV ZRPHQ¶V XVH RI
mental health services may be linked to other factors, such as greater 
willingness to talk about mental health issues (Vanheusden et al. 2009), greater 
attendance in primary care that may be linked to contraception and/or 
reproduction (Hunt et al. 2009, Hunt et al. 1999) (Mechanic (1978b) discusses 
ZRPHQ¶V LQFUHDVHG UHFHLSW RI KHDOWK FDUH LQ JHQHUDO GHULYHG IURP FRQWDFW
relating to childbirth and fertility), and the potential that the diagnostic 
FODVVLILFDWRU\V\VWHPLVELDVHGWRZDUGVYLHZLQJZRPHQ¶V emotional distress in 
more pathological terms compared to that of men (Rogers and Pilgrim 2005). 
As mentioned by Andrews et al. (2001b), educated women of child-bearing 
age are considered the only group to consult appropriately, and this would 
make sense in light of greater need to consult for issues related to fertility and 
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contraception i.e. it is their presence in medical care that is a pivotal factor in 
their help-seeking. Such an argument defies the simple explanations of either 
social causation or social construction, and can be related to discussions around 
WKH LQFUHDVHG PHGLFDOLVDWLRQ RI ZRPHQ¶V OLYHV FRPSDUHG WR WKRVH RI PHQ¶V
(such as that presented by Conrad (2007)). Age is linked to different patterns of 
help-seeking, with low rates of help-seeking in the young and old, and higher 
levels in 24-54 year olds (Biddle et al. 2006, Biddle et al. 2004, Andrews et al. 
2001b, Horwitz 1996).  Researchers stress a high level of need amongst young 
people that is not aligned with help-seeking, indeed, appropriate help-seeking 
for young people is viewed as crucial by researchers who suggest that a 
significant proportion of mental health difficulties arise when people are young 
(Yap et al. 2012, Reavley et al. 2012, Wright et al. 2011). Pescosolido (2010) 
points out such complexity in relation to need and other determinants, and 
suggests that patterns relating to seeking help that show demographic 
differences between groups, are not readily explainable.  
These examples of complexity within help-seeking statistics i.e. 
differential access to care that is not easily explained, suggest a need for 
caution in regards to simplistic explanations by virtue of demographic 
characteristics. The level of importance given to demographic and socio-
economic factors varies from very important, to not significant (for example, 
Meltzer et al. 2003). Whilst many models include the interaction of different 
factors in multiple regression analysis, consensus remains at best considered as 
tentative patterns, with causal inferences remaining open to challenges. There 
is frequent evidence to suggest that certain groups (such as females) do seek 
help more frequently than others, but such patterns cannot be reduced to single 
factors and may be somewhat unrelated to need. The picture painted by such a 
body of research therefore suggests that whilst there are some differences in 
help-seeking between different groups of people, positivist and deterministic 
accounts are somewhat lacking in explaining why patterns are as they are. The 
need for research that unpicks some of these contradictions is therefore evident.  
 
The help-VHHNLQJµSUREOHP¶ 
6SHFLILFDOO\ZKDWFDQEHYLHZHGDVWKHµKHOS-VHHNLQJSUREOHP¶LVWKLV
there are very high rates of help-seeking and the causes of this trend are unclear; 
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apparent trends within help-seeking figures, specifically that certain groups 
consult more frequently than others, cannot readily be explained by reference 
to need. There are groups that access care less readily than others, potentially 
culminating in more serious manifestations of distress if left untreated; there is 
DOVR DKLJKSUHYDOHQFHRI µORZQHHG¶ LQGLYLGXDOVZKR VHHN FDUH ,W LV QRW \HW
fully understood why these observed differences are as they are, and there is 
potential importance in helping those who most need care in accessing it, 
whilst at the same time understanding why there are high levels of help-seeking 
elsewhere. It is within this specific quagmire that this study seeks to locate 
itself, in order to elucidate, if possible, some of the nuances of such 
observations. In addition, the study seeks to consider lay understanding, to 
assess whether it might play a role in increased levels of help-seeking amongst 
some individuals; this aspect is discussed in the section on lay understanding 
below.     
 
Previous research related to help-seeking (continued) 
It is important to mention at this stage that non-help-seeking is 
conceptualised in different ways in the literature, with the most notable forms 
being failure to consult a doctor, and failure to disclose symptoms to a doctor 
(but attendance at an appointment nonetheless). Non attendance applies to 
individuals who remain outside of medical care, whilst attendance (without 
disclosure) relates to a different phenomenon, that of individuals either 
somatising (Kessler et al. 1999, Weich et al. 1995) their distress (that is, 
presenting distress in the form of physical symptoms), or seeking help for 
physical consequences of distress. Reluctance to disclose symptoms has been 
found to be related to doctor²patient relationships (Brown et al. 2011), as well 
as factors such as short consultation times (Pill et al. 2001) that reflect 
institutional constraints, as well as cultural influences (Brown et al. 2011). For 
those who do not attend, similar research themes are put forward but with an 
DGGLWLRQDOGLIILFXOW\LQWKDWLWLVYHU\GLIILFXOWWRUHVHDUFKDJURXS¶VEHKDYLRXU
when their behaviour by its very definition prevents them from being identified. 
Those who do not seek help at all are therefore the most sought-after group in 
this area of research, for a myriad of reasons, not least because literature 
indicates that a failure to seek help may lead to extended suffering (NICE 
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2011a) and potentially a worsening of psychological state that could culminate 
in entry into care via a more stigmatised and distressing route (such as via 
sectioning). Research relating to non-help-seeking therefore rarely captures the 
views of those who might be most reluctant to consult, despite the obvious 
benefits of understanding more about why this might happen. Research into 
help-seeking is therefore intimately related to non-help-seeking; they are two 
sides of the same coin. 
The literature considers and questions the concept of barriers to 
seeking help, and this is a useful direction in which to now turn. Barriers 
prevent individuals from seeking care, and examples of such barriers fall 
mainly into the categories of structural and attitudinal; barriers are perceived as 
being rooted in either the individual or their wider societal structure, or both. 
Structural barriers comprise factors relating to the provision and receipt of care 
such as access, cost and availability, and such factors may reflect and intensify 
LQHTXDOLW\WKHµLQYHUVHFDUHODZ¶µ7KHDYDLODELOLW\RIJRRGPHGLFDOFDUHWHQGV
to vary inversely with the need IRU LW LQ WKH SRSXODWLRQ VHUYHG¶ (Tudor Hart 
1971, p.405), discussed by Chew Graham et al. (2002) in relation to 
depression). The perceived importance of such barriers to care has declined in 
recent years, and whilst they are still viewed as affecting the receipt of care to 
some extent (Bebbington et al. 2000b), this is alongside attitudinal barriers 
whose role is considered as increasingly significant (Andrews et al. 2001b, 
Andrews et al. 2001a). Findings that suggest structural barriers such as cost 
and access no longer play a significant role in deterring individuals from 
seeking help (Horwitz 1996) support this (see Andrews et al. (2001b) in 
relation to health funding amongst developed countries). Mental health literacy 
(Jorm 2000) and related factors such as knowledge about treatment effects, are 
discussed in the section on lay understanding below, however these comprise 
one aspect of barrLHUV WR FDUH WKDW DUH SHUFHLYHG DV UHODWHG WR LQGLYLGXDOV¶
attitudes and understanding. Stigma is perceived as a significant barrier to the 
seeking of care (Link et al. 1997, Thornicroft 2006, Barney et al. 2009, 
Griffiths et al. 2011), although its perceived importance is tempered by other 
factors pertaining to attitudes, for example the suitability of help from GPs 
(Prior et al. 2003, Brown et al. 2011). A frequently reported barrier is in 
relation to beliefs, such as the belief that no one can help (Biddle et al. 2007, 
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Cape and McCulloch 1999). Indeed, Gask et al. (2003) point out that 
individuals who are depressed may have low expectations of care and may not 
expect a doctor to listen to them or be able to understand how they feel. They 
suggest that the experience of depression itself potentially hinders the 
OLNHOLKRRG WKDW DQ LQGLYLGXDO PLJKW VHHN KHOS µ3DWLHQWV ZLWK GHSUHVVLRQ KDYH
particular needs that their illness makes them OHVVOLNHO\WRUHFHLYH¶(Gask et al. 
2003, p.279). Interestingly, the suitability of help from GPs is discussed ± 
including from the GP perspective ± by Dowrick (2009), who challenges the 
utility of the concept of depression (including its status as an illness) for the 
management of distress. Brown et al. (2011) point out that a significant barrier 
to seeking formal help was a belief that a GP was not an appropriate person to 
consult in the event of emotional distress; this was because participants were 
deterred by a perceived lack of empathy, and by a poor existing relationship 
ZLWKWKHLU*32WKHUEHOLHIVWKDWSRVHDSRWHQWLDOEDUULHUDUHWKDWRQHVKRXOGµEH
DEOHWRFRSH¶(Vanheusden et al. 2009), which usefully leads into the concept 
RIµQRUPDOLVDWLRQ¶7KHWHUPµQRUPDOLVDWLRQ¶ZKLFKFDQEHXVHGLQUHODWLRQWR
physical health problems as well as mental health problems, refers to the 
SURFHVV RI ILQGLQJ µUHDVRQV¶ RU H[SODQDWLRQV IURP ZLWKLQ D SHUVRQ¶V OLIH WKDW
H[SODLQDQGMXVWLI\WKHLUµV\PSWRPV¶RUFKDQJHVLQERGLO\H[SHULHQFH%OD[WHU
(2010) SURYLGHVDXVHIXOLOOXVWUDWLRQWKDWVKRZVKRZDSHUVRQ¶VZLGHUOLIHPLJKW
UHQGHUµQRUPDOLVLQJ¶H[SODQDWLRQVIHDVLEOH 
 
For oneself, there is a common natural tendency to rationalize and 
normalize symptoms if it is at all possible. The possibility of 
normalization, and the form it takes, will depend on the pattern of life in 
a particular group. People who do heavy work may consider backache 
normal; people who work long hours may expect to be tired; many 
V\PSWRPVDUHXQQHFHVVDULO\DVFULEHGWRµLW¶VMXVWROGDJH¶,IDV\PSWRP
is not too disabling and a simple cause not in the category of illness can 
be found, it may be ignored. (Blaxter 2010, p.79) 
 
Normalising symptoms is perceived as a barrier to seeking care, and also to 
detection within GP consultations (Kessler et al. 1999). Cultural variation may 
exist in the extent to which normalising occurs, and Brown et al. (2011) 
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suggest that cultural differences in illness perception (that affect whether 
normalisation takes place) might lead to different rates of GP consultation: 
 
differences in illness perceptions could lead to differences in detection by 
GPs. For example, for black African as compared to white British women, 
certain patterns of illness perceptions could lead to mental health 
SUREOHPVEHLQJµQRUPDOL]HG¶)RULQVWDQFHWKHDWWULEXWLRQRIGHSUHVVLYH
symptoms to changes in social circumstances may engender the belief 
that these symptoms are a part of life, not warranting GP consultation. 
(Brown et al. 2011, p.372) 
 
Furnham et al. (2011) suggest that normalisation is likely to be exacerbated by 
low mental health literacy. Normalisation is frequently cited as a barrier to 
seeking appropriate help, although Biddle et al. (2007) usefully point out that 
QRUPDOLVDWLRQVKRXOGQRWQHFHVVDULO\DOZD\VEHFRQVLGHUHGDµEDUULHU¶ 
 
The helpfulness of pathologising distress that patients are able to tackle 
within normalised frames of reference has been questioned from 
sociological and medical viewpoints. The COA [cycle of avoidance] 
reinforces the need to balance clinical and lay perspectives when 
attempting to determine an appropriate threshold. Further research will 
EH QHHGHG WR « DVFHUWDLQ DW ZKDW SRLQW QRQ-help-seeking becomes 
problematic. (Biddle et al. 2007, p.999)  
 
Biddle et al. (2007) suggest that the question of when distress should be 
pathologised is not easily solved and that lay understanding, which plays a role 
in determining normalisation, should also play a role in deciding a suitable 
OHYHO IRU µFOLQLFDO¶ WKUHVKROG , ZLOO DGGUHVV µOD\ understanding¶ more 
thoroughly below). Thus, normalisation is not necessarily a harmful process 
and lay beliefs may sometimes lead to non-harmful outcomes if individuals are 
able to deal with their distress by themselves, as Heath (1999) suggests: 
 
what evidence we do have suggests that the depression which is 
apparently missed by general practitioners [through patients normalising 
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WKHLU µV\PSWRPV¶ LQ FRQVXOWDWLRQV@ UXns a relatively benign and self-
limiting course.  (Heath 1999, p.440)   
 
So, normalisation, whilst frequently cited as a barrier to help-seeking, is itself a 
FRPSOH[VXEMHFWDQGLVOLQNHGWRDSHUVRQ¶VZLGHUOLIHi.e. what factors about 
WKHLU OLIH PLJKW EH XVHG WR H[SODLQ µV\PSWRPV¶ DV ZHOO DV D SHUVRQ¶V OD\
understanding.   
+DYLQJ GLVFXVVHG µEDUULHUV¶ DQG D VKLIW IURP IRFXVLQJ XSRQ VWUXFWXUDO
barriers towards focusing upon attitudinal, I have acknowledged a shift towards 
considering beliefs as holding the key to non-help-seeking. Biddle et al.¶V
(2007) findings advise:  
 
only a minority of those interviewed in this study described being 
LPSHGHGE\VXFKµEDUULHUV¶$YRLGDQFHRIKHOSDQGGHQLDORILOOQHVVGXH
to the meanings attached to each were far more prominent, thus 
FKDOOHQJLQJ WKH LPDJH FUHDWHG E\ WKH FRQFHSW RI EDUULHUV RI µZLOOLQJ¶
individuals constrained by structural obstacles. These findings suggest 
that the meanings attached to lay diagnoses and also to help-seeking 
should be central to understanding illness behaviour as drivers of action ± 
QRW MXVW µEDUULHUV¶ 5HGXFLQJ VXFK PHDQLQJV WR µYDOXHV¶ WKDW FDQ EH
TXDQWLILHG DV µFXOWXUDO EDUULHUV¶ PLVUHSUHVHQWV WKHLU SHUYDVLYH QDWXUH DV
belief systems that can shape the wider process of illness behaviour.  
(Biddle et al. 2007, p.1000, italics in original) 
 
They call for a move away from the more traditional approach of examining 
barriers, towards placing beliefs and the meanings attached to lay diagnosis as 
central to help-seeking behaviour. This can be seen in recent research which 
focuses on consideration of how people conceptualise mental illness (Moth 
2009, Mallinson and Popay 2009). This also forms a central part of this project. 
Prior et al. (2003) similarly suggest that lay diagnosis is central to help-seeking 
EHKDYLRXU DV RSSRVHG WR VWLJPD µ&RQFHSWXDOLVDWLRQ¶ DQG OD\ XQGHUVWDQGLQJV
are addressed later on in this chapter. Wright et al. (2011) discuss the 
complexities associated with effective recognition (or labelling) of mental 
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health difficulties, and suggest that there are both benefits and costs associated 
with the use of appropriate labels: 
 
The use of psychiatric labels to describe mental disorders is associated 
with effective help-seeking choices, and is promoted in community 
awareness initiatives designed to improve help-seeking. However these 
labels may also be coupled with stigmatizing beliefs and therefore inhibit 
help-seeking: lay mental health or non-specific labels may be less 
harmful. (Wright et al. 2011, p.498) 
 
Thus, how people construe and conceptualise mental ill health is intrinsically 
linked to the likely outcomes of whether (and when) help is sought. 
 Viewing help-seeking as culturally located, as opposed to specifically 
EHLQJ D µIXQFWLRQ¶ RI GLIIHUHQW LQGLYLGXDOV¶ GHPRJUDSKLF RU RWKHU SURILOHV
provides a more holistic conceptualisation of the topic that situates help-
seeking at the centre of (and therefore influenced by) cultural processes.  Help-
seeking behaviour is viewed as influenced by wider structures (MacKian 2004, 
Pescosolido and Boyer 1999, Mechanic 2003) and Mechanic (2003) suggests 
that issues of policy also impact upon help-seeking. It is therefore necessary to 
FODULI\ZK\µVWUXFWXUDOEDUULHUV¶DVPHQWLoned above) are moving out of focus, 
\HWWKHEURDGHUVWUXFWXUDOHQYLURQPHQWLVYLHZHGDVLQIOXHQWLDO7KHµVWUXFWXUDO
EDUULHUV¶ GLVFXVVHG DERYH UHIHU WR VSHFLILF EDUULHUV WKDW SUHYHQW LQGLYLGXDOV
seeking care, with such barriers being investigated as unitary influences. The 
recent shift away from them indicates a move away from the reductionism of 
identifying specific barriers, towards considering the individual as part of a 
ZLGHUVWUXFWXUHWKDWFRQVWDQWO\IHHGVEDFNLQWRDQLQGLYLGXDO¶VGHFLVLRQPDNLQJ
µV\VWHP¶7KHUHIRUHVWUXFWXUHLVYLHZHGDVSOD\LQJDFUXFLDOUROHEXWLQDPXFK
PRUHFRPSOH[ZD\LWPD\EHPRUHXVHIXOWRFRQVLGHUµVWUXFWXUH¶DVWKHµZLGHU
HQYLURQPHQW¶LQZKLFKKHOS-seeking takes place, by defining and delimiting the 
options available to individuals as well as the wider belief systems that exist.  
Such an approach suggests that all aspects of an environment, from healthcare 
systems to the beliefs of individuals, exert influence over behaviour and in 
differing ways. The work of Pescosolido and Boyer (1999) that has been 
developed over the last two decades ± specifically, their Network Episode 
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Model (NEM) ± encompasses such an approach, and will be discussed more 
fully later in this chapter. 
 
Previous approaches to illness behaviour  
Pescosolido & Boyer (1999) usefully summarise previous attempts to 
model illness behaviour drawing from different levels of explanation ± from 
individual beliefs through to structural provision of services. They observe that 
different models, which began with different aims ± such as the socio-
EHKDYLRXUDOPRGHO¶VIRFXVRQXnderstanding use of services during periods of 
LOOQHVVDQGWKH+HDOWK%HOLHIV0RGHO¶VIRFXVRQWKHEHKDYLRXURIµZHOO¶SHRSOH
towards take-up of vaccines (these are both discussed in more detail below) ± 
have coalesced towards including central components of other models, to 
create a more holistic picture. The overarching aim of each model may remain 
subtly different, but the gradual move towards inclusion of a more varied, wide 
ranging set of influences, from the micro to the macro level, reflects greater 
acknowledgment that decisions related to health behaviour are influenced by a 
range of factors from societal beliefs, healthcare systems and policies to 
individual beliefs and assessments (Andersen 1995). Before addressing this 
PRUHµFRQWH[WXDO¶DSSURDFKLWLVXVHIXOWRSURYLGHDEULHIVXPPDU\RISUHYLRXV
models addressing help-seeking, so that some of the history of its study can be 
understood. Various models of illness behaviour have been proposed and it is 
useful to consider some critiques of previous models, so that potential 
vulnerabilities of illness behaviour are understood from the outset. I will 
therefore provide a brief summary of the more pivotal models.  
3DUVRQV¶FRQFHSWRI WKH µVLFNUROH¶ (1951) defined the differing rights, 
responsibilities and norms of conduct conferred upon both patients and doctors, 
when medical help is sought. His work received criticism for lacking empirical 
VXSSRUW DQG ZDV GHVFULEHG LQVWHDG DV DQ µLGHDO W\SH¶ WKDW ODFNV UHOHYDQFH WR
concepts used by social actors to explain conduct (Dingwall 1976). It also 
failed to account for cultural variation and inattention to power (Fahy and 
Smith 1999),QDGGLWLRQLWVDSSOLFDELOLW\WRµPHQWDOLOOQHVV¶was demonstrated 
WR EH ODFNLQJ GXH WR SXEOLF FRQFHSWLRQV RI µUHVSRQVLELOLW\ IRU LOOQHVV¶ VHHLQJ
individuals as at least partly to blame (Segall 1976). Whilst his sick role 
concept has been widely critiqued, Parsons nevertheless explicitly asserts a link 
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between cultural values and illness behaviour (Shilling 2002) and considered 
the moral dimension of illness as important.  
5RVHQVWRFN¶V original health beliefs model (HBM), created in the 1960s, 
linked individual behaviour (in relation to preventative action) to beliefs 
relating to susceptibility, severity of illness and benefits of taking action 
(Rosenstock 2001). His research was carried out in response to government 
concern in relation to public take-up of vaccination programmes and of testing 
for asymptomatic illnesses (Rosenstock 2001), and as such was oriented 
towarGVWKHDFWLRQRIµZHOO¶SHRSOHLQUHODWLRQWRSRWHQWLDOLOOQHVV7KHPRGHOLV
criticised for lacking consideration of structural and cultural influences (Quah 
2001) and for assuming that help-VHHNLQJ LV EDVHG XSRQ µUDWLRQDO FKRLFHV¶
(Pescosolido et al. 1998).  
$QGHUVHQ¶V VRFLR-behavioural model (SBM), developed in the late 
VVXJJHVWVWKDWDQLQGLYLGXDO¶VXVHRIVHUYLFHVGHSHQGVXSRQWKHIROORZLQJ
three variables: need, predisposing characteristics and enabling resources 
(Andersen 1995). Biddle et al. (2007) critique the model as measuring 
LQGLYLGXDOEHOLHIVµXVLQJSUR[\YDULDEOHVWKDWDVVXPHLQGLYLGXDOVVKDUHEHOLHIV
by virtue of broad socio-GHPRJUDSKLFYDULDEOHV¶(Biddle et al. 2007, p.984) and 
LVIRFXVHGRQµEDUULHUV¶WRFDUHDVGLVFXVVHGHDUOLHU3HVFRVROLGRet al. (1998) 
DSSO\DVLPLODUFULWLFLVPWRWKDWRI5RVHQVWRFN¶VPRGHOQDPHO\WKDWWKHPRGHO
DVVXPHV µUDWLRQDO FKRLFH¶ DQGDOVR WKDWKHOS-seeking is necessarily voluntary, 
which will be addressed later in this chapter.  
Zola (1973) attempted to understand why people sought help at the time 
that they did, despite significant delays between onset of symptoms and the 
VHHNLQJRIKHOS+HGHYHORSHGDOLVWRIµQRQSK\VLRORJLFDOSDWWHUQVRIWULJJHUV¶
(Zola 1973, p.683) that provided explanations for help-seeking taking place 
when it did: 
 
(1) the occurrence of an interpersonal crisis; (2) the perceived 
interference with social or personal relations; (3) sanctioning; (4) the 
perceived interference with vocational or physical activity; and (5) a kind 
of temporalizing of symptomatology. (Zola 1973, p.683)  
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Zola also found differences in the significance of specific triggers to different 
ethnic groups within his study.  
The theory of reasoned action (TRA) and theory of planned behaviour 
(TPB) are both models drawn from psychology that are used to account for the 
EHKDYLRXU RI LQGLYLGXDOV ZLWK UHIHUHQFH WR µFDUHIXO FRQVLGHUDWLRQ RI DYDLODEOH
LQIRUPDWLRQ¶(Conner and Norman 1996, p.121); the TPB was developed out of 
the TRA (Conner and Norman 1996). Pescosolido criticises the TRA as being 
inappropriate to help-seeking as it relates more to people engaging in 
preventive behaviour (Pescosolido 2010). Indeed, Pescosolido suggests that 
PRGHOV WKDW DVVXPH µUDWLRQDO¶ DFWLRQ DUH QRW DQ DSSURSULDWH DFFRXQW RI PDQ\
SHRSOH¶V KDSKD]DUG DQG SRWHQWLDOO\ QRQ-voluntary) journey into care 
(Pescosolido 1992, Pescosolido et al. 1998).  
3HVFRVROLGR	%R\HU¶V (1999) revised Network Episode Model (NEM 
Phase II) includes potential influences that take into account a wide range of 
factors including individual beliefs, cultural context, nature of the illness event 
and organisational constraints. The model therefore links the structural to the 
individual, and models a dynamic process (see below) where there is no set 
course, but rather a series of interactions between different influencing aspects. 
Such a model is therefore useful in illustrating that help-seeking is complex 
DQG µXQGHUVWRRGDQGPDQDJHG WKURXJKVRFLDO LQWHUDFWLRQ¶ (Biddle et al. 2007, 
p.184). It is influenced by structural factors in varying ways, although Biddle et 
al. (2007) also suggest that the model is deterministic. A later revision of the 
model, NEM Phase III (Pescosolido 2011)EULQJVDQLQGLYLGXDO¶VELRORJ\LQWR
focus in addition to their context, and Pescosolido suggests that such a model 
moves forward from the previous version ± which focused on the consequences 
of illness ± by including causation as well. She suggests that such a move 
DOORZVIRUWKHHQWLUHW\RIDQLQGLYLGXDO¶VOLIHWREHFRQVLGHUHGDVERWKDIIHFWLQJ
their mental health and also the pathways towards care that they might travel.  
Biddle et al.¶V (2007) µF\FOH RI DYRLGDQFH¶ UHIOHFWV DQ LQWHUSUHWLYLVW
HQJDJHPHQW ZLWK KRZ \RXQJ SHRSOH FRQFHSWXDOLVH µPHQWDO LOOQHVV¶ LQ LWVHOI
and in relation to their distress), and demonstrates a cycle of interpretation of 
µV\PSWRPV¶ZKHUHE\WKHWKUHVKROGRIZKDWWKH\FRQVLGHUWREHµUHDOGLVWUHVV¶LV
continually pushed beyond their current experience until circumstances render 
WKLVQRORQJHUIHDVLEOHRUWKH\µUHFRYHU¶QDWXUDOO\7KHPRGHOPDNHVXVHRID
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dynamic approach (see below) and simultaneously explains help-seeking and 
non-help-seeking, albeit help-seeking remains couched in terms of individual 
choice as opposed to non-voluntary action that may also occur. Their work is 
used to understand the behaviour of young people, a specific group with low 
consultation rates, however the relevance of this cycle to other groups is a point 
of interest.  
Recent research considers far more factors than simple correlates or 
determinants, such as the work of Biddle et al. (2007) and Pescosolido & 
Boyer (1999), who create dynamic models of help-seeking and view it as a 
process with various influencing factors and no clear pathway that can be 
UHGXFHG WR µVWDJHV¶ LW ZDV IURP WKLV SHUVSHFWLYH WKDW WKLV SURMHFW ZDV
undertaken. Whilst older models of help-seeking behaviour (such as the HBM 
and the socio-behavioural model) model a process involving stages that 
individuals pass through, newer models depict help-seeking as something that 
is inherently related to the wider cultural environment (such as the NEM and 
&2$ DQG FDQQRW EH UHGXFHG WR VLPSOH µVWDJHV¶ 7KH WHUP dynamic refers to 
LQWHUDFWLYH SURFHVVHV EHWZHHQ LQGLYLGXDOV¶ EHOLHI V\VWHPV WKHLU LQQHU
experience and their wider environment, referring to an ongoing journey (as 
opposed to one point in time). Such dynamism refers specifically to movement 
between, and paints an interactive relationship between the individual and their 
wider environment; such journeys involve interpretation and reinterpretation, 
and repetitive cycles and shifting boundaries, that are unlikely to be 
homogenous and cannot be reduced to a set of stages, barriers or indeed a set of 
inputs. Pescosolido & Boyer (1999) point to such interaction:  
 
This link between the day to day lives of individuals and their 
interactions in the community or the treatment system cannot be ignored.  
Such interactions shape how individuals who may need care ± as well as 
those who provide care ± view mental health problems, how they 
embrace or scorn what the treatment system offers, and whether they are 
encouraged or dissuaded to receive or provide care. (Pescosolido and 
Boyer 1999, p.410)  
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 Having considered some of the different ways that illness action (and to 
some extent, help-seeking) has been researched, it is now useful to return to a 
reflection of developments that have taken place in understanding the 
contextual nature of help-seeking. Social networks are seen as affecting an 
LQGLYLGXDO¶V OLNHOLKRRGRI FRPLQJ LQWR FDUH and provide one perspective into 
WKH ZD\ D SHUVRQ¶V FRQWH[W PLJKW DIIHFW FDUH-seeking. .¶V (1977) early study 
provides insight into the ways that different types of kin networks impacted 
XSRQLQGLYLGXDO¶VWLPLQJDQGOLNHOLKRRGRIHQWHULQJSV\FKLDWULFFDUHKLVVWXG\
RI VRFLDO QHWZRUNV ZDV EDVHG XSRQ 0LWFKHOO¶V  GHILQLWLRQ RI VRFLDO
network as a:  
 
specific set of linkages among a defined set of persons, with the 
additional property that the characteristics of these linkages as a whole 
may be used to interpret the social behavior of the persons involved 
(Horwitz 1977, p.87, citing Mitchell (1969)) 
 
+RUZLW]¶V VWXG\ DVVHVVHG WKH structure and content of networks, in terms of 
their closeness, the number of people contained within them, and the strength 
of those relationships. He argued that strong networks provided support to 
individuals but that this may culminate in delayed help-seeking (Horwitz 1977) 
whilst close friends and family attempt to (and may succeed) provide support; 
WKLV ZDV LQWHQVLILHG LI WKDW QHWZRUN ZDV DOVR µFORVHG¶ WKDW LV FRQWDLQLQJ D
smaller number of people who are closely linked (Horwitz 1977). The more 
µRSHQ¶DSHUVRQ¶V network (that is, with a greater range of members, with less 
close ties), the more likely they are to receive signposting towards psychiatric 
care, and to seek care more quickly (Horwitz 1977). More recent work by 
Pescosolido et al. (1998) found that respondents with closer social networks 
were more likely to report being coerced into seeking care. Thus, the types of 
networks surrounding an individual may impact upon the manner and timing 
with which they seek care. A different perspective relating to the networks 
DURXQG DQ LQGLYLGXDO LV WKH FRQFHSW RI µVRFLDO FDSLWDO¶ 6RFLDO FDSLWDO ZDV
originally defined by Coleman (1988) and was then adapted and developed by 
Putnam (1995), who defined it thus:  
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 ³VRFLDO FDSLWDO´ UHIHUV WR IHDWXUHV RI VRFLDO RUJDQL]DWLRQ VXFK DV
networks, norms, and trust, that facilitate coordination and cooperation 
for mutual benefit. (Putnam 1995, p.67)   
 
De Silva et al. (2005) provide a fuller definition for within the health sciences 
WKDWLVEDVHGXSRQ3XWQDP¶VHDUO\ZRUN 
 
The most accessible definition of social capital used in the health 
sciences originates with Putnam. He states that social capital consists of 
five principal characteristics, namely: (1) community networks, voluntary, 
state, personal networks, and density; (2) civic engagement, participation, 
and use of civic networks; (3) local civic identity²sense of belonging, 
solidarity, and equality with other members; (4) reciprocity and norms of 
cooperation, a sense of obligation to help others, and confidence in return 
of assistance; (5) trust in the community. (De Silva et al. 2005, p.619) 
 
7KH FRQFHSW LV XVHG WR DQDO\VH GLIIHUHQW DVSHFWV RI DQ LQGLYLGXDO¶V QHWZRUNV
and hRZVXFKQHWZRUNVLPSDFWXSRQDQLQGLYLGXDO¶VFRQQHFWLRQWRWKHLUZLGHU
community and its associated resources (as well as the type of resources that 
might be available). The concept of social capital is used to explain health 
inequalities (Marmot 2010) and is also used in the study of mental ill health 
(De Silva et al. 2005, McKenzie et al. 2002, Song 2011), explaining 
differences in rates of prevalence according to social capital. De Silva et al. 
(2005) point out that the importance of the concept is recognised by the UK 
government and features in recent mental health policy. Social capital can be 
seen as having positive and negative consequences (that is, social capital can 
impact on a person in a positive, or a negative way (Vassilev et al. 2011)), and 
KDV EHHQ XVHG DORQJVLGH WKH FRQFHSW RI VRFLDO QHWZRUNV µDV D ZD\ RI
demonstrating the existence of an important link between health and social 
FRQWH[WV¶(Vassilev et al. 2011, p.13). There is some evidence to suggest that 
social capital can impact upon access to healthcare in relation to physical 
health (Choi 2009, Hendryx et al. 2002), showing workings in a similar way to 
those described by Horwitz (1977) above. In relation to access to mental health 
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care, Pescosolido (2011) focuses upon the different ways that social networks 
(as opposed to social capital) can impact upon access to healthcare:  
 
Social networks ... can be flat or hierarchical, facilitating or restricting 
access to resources, including treatment. Further, they hold important 
content. Interaction in social networks creates cultures of information 
(e.g., where one can get help for mental health problems), beliefs (e.g., 
what others, providers or friends, say causes mental illness), and action 
scripts (e.g., whether or not to seek formal care, what treatment regimes 
DUH VXJJHVWHG DQG ZKHWKHU RU QRW RQH VKRXOG IROORZ SURYLGHU¶V
recommendations). Network cultures can be parochial or cosmopolitan; 
that is, they may support modern medicine views or reject them in favor 
of other systems of healing (e.g., traditional medicine, religion). 
(Pescosolido 2011, p.514)     
 
3HVFRVROLGR VXJJHVWV WKDW WKH HIIHFW RI QHWZRUNV LQ VKDSLQJ DQ LQGLYLGXDO¶V
eventual pathway to care is so strong, and also potentially idiosyncratic, that 
XQGHUVWDQGLQJ LW FDQ µKHOS WR H[SODLQ LQFRQVLVWHQFLHV LQ WKH PHQWDO KHDOWK
services literature that IUXVWUDWHG UHVHDUFKHUV IRU DOPRVW IRXU GHFDGHV¶
(Pescosolido 2011, p.521). She argues that the contemporary recognition of the 
importance of networks that is becoming recognised from a multi-disciplinary 
perspective, reflects the pervasive nature of their role (Pescosolido 2011).  
Dingwall (1976) pointed towards the importance of understanding an 
LQGLYLGXDO¶V DFWLRQ DV LQKHUHQWO\ UDWLRQDO WR WKH LQGLYLGXDO KH VXJJHVWV WKDW
LOOQHVV DFWLRQ ZKLFK KHUH HQFRPSDVVHV WKH VDPH DV µLOOQHVV EHKDYLRXU¶
UHIOHFWVWKHRXWFRPHRIDQLQGLYLGXDO¶VLQWHUSUHWDWLRQRIWKHLULOOQHVV 
 
Illness action is the outcome of continuing efforts on the part of the sick 
person, and those with whom he associates, to make sense of what is 
going on in the light of the knowledge, resources and motivations 
available to them. (Dingwall 1976, p.121)  
 
Dingwall (1976) critiques behaviourist models that exclude individual purposes 
from their investigations; rather, he suggests that help-seeking should be 
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viewed as a form of social action. However, this perspective implies that action 
is necessarily purposeful, and does not account for the experience of those who 
are coerced into seeking help. Pescosolido (1992) considers the notion that 
LQGLYLGXDOV¶ DFWLRQV DUH QHFHVVDULO\ SXUSRVLYH DQG ODWHU DUJXHG WKDW µUDWLRQDO¶
action does not reflect the experLHQFH RI PDQ\ SHRSOH¶V PRYHPHQW WRZDUGV
care; Pescosolido et al. (1998) argue that many models inappropriately assume 
that service utilisation is the result of active help-seeking, and suggest that 
FRHUFLRQ DQG µPXGGOLQJ WKURXJK¶ (Pescosolido et al. 1998, p.275) more 
accurately describe the passage for a proportion of individuals. It is therefore 
necessary to remain vigilant of definitions of help-seeking that infer rational 
choice, as this does not appear to be the case with a significant number of 
people who attend (Pescosolido 1992, Pescosolido 2010). There is therefore 
some considerable difficulty in creating a model that accounts for the 
behaviour of actors, given that there is such variety within the body of people 
who seek (and do not seek) help; indeed this notion of a grand narrative is at 
odds with an interpretivist framework. This therefore points to an inherent 
difficulty within a study of help-seeking; it is unlikely to be possible to create 
explanations for behaviour that account for the actions of individuals who 
come from diverse aspects of society and face differing experiences and needs. 
This stands in addition to the difficulty of providing an explanation that takes 
into account factors from the micro to the macro; any model will inherently 
have weaknesses.  
A stXG\RI µFRQFHSWXDOLVDWLRQ¶DVPHQWLRQHGHDUOLHU LV D UHFHQW VKLIW LQ
the focus of interest (Biddle et al. 2007, Mallinson and Popay 2009, Moth 2009) 
that provides a different way of understanding links between conceptualisation 
and help-seeking (and subsequent engagement with treatment (Mallinson and 
Popay 2009)). However, as noted above in relation to previous models, it is 
necessary to exercise caution in considering what any approach leaves out. 
Indeed, caution should be exercised in assuming that illness behaviour is 
indeed an appropriate frDPHZRUN ZLWK ZKLFK WR YLHZ D SHUVRQ¶V EHKDYLRXU
GXULQJ SHULRGV RI ZKDW PLJKW EH GHILQHG DV µLOOQHVV¶ ZKLOVW UHVHDUFKHUV DQG
health professionals might consider it as such, individuals might interpret their 
experiences very differently. Pescosolido & Boyer (1999) point to the 
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importance of conceptualisation and argue that this very usefully points to the 
IUDJLOLW\RIYLHZLQJDFWLRQDVQHFHVVDULO\µLOOQHVV¶EHKDYLRXU 
 
the nature of encounters people have in their day to day lives help to 
provide meaning to the symptoms of illness. If individuals see mental 
health problems as crises of faith, as bad marriages, or as any of a 
number of other things besides illness, they may consult faith healers, 
VSLULWXDOLVWVWKHFOHUJ\RURWKHUSHRSOH«,IWKH\RURWKHUVDURXQGWKHP
VHH WKHSUREOHPDV³EDGEHKDYLRXU´UDther than illness, then they might 
seek out police and lawyers.  (Pescosolido and Boyer 1999, p.408) 
 
This is a crucial insight into the nature of illness behaviour; that what a doctor 
(or other person) might consider to be illness may well not be considered so by 
the individual, and this is likely to have a direct impact upon their choice of 
action. Rather than providing a clear way of understanding help-seeking, I have 
demonstrated that theories that seek to understand help-seeking shed light on a 
subject that cannot readily be separated into discrete and measurable influences. 
I will now turn to the literature relating to lay understanding, so that any 
potential relationship between the two phenomena can be more clearly outlined.  
 
Lay understanding 
 Lay understanding, as a topic, is both important and problematic. I will 
begin with a discussion of its importance, before addressing its limitations, so 
that the relevance of its continued study is understood. This will then be 
followed with a review of empirical research into lay understanding around 
PHQWDOKHDOWK7KHWHUPVµOD\NQRZOHGJH¶µOD\XQGHUVWDQGLQJ¶DQGµOD\YLHZV¶
will be used interchangeably, in order to minimise repetition for the reader; the 
terms will be viewed as interchangeable for the purposes of this study.  
 Lay understanding in relation to health (here I am referring to the broad 
area of health, before addressing mental health specifically) is viewed as 
important for a number of reasons, but the main reason in relation to this study 
is that lay understanding is held as playing a role in whether ill health is 
brought to the attention of medical professionals. Olafsdottir and Pescosolido 
(2011) point out the importance of lay understanding:  
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Lay diagnoses matter for at least three reasons. First, from a medical and 
public health perspective, when lay diagnoses do not align with expert 
ones, the failure to seek healthcare can lead to long delays which, in turn, 
produce prolonged suffering, higher costs to individuals and societies, 
and even premature death. Lay diagnoses hold the potential to impact 
diagnostic categories themselves. Second, from an indigenous system 
perspective, lay diagnoses lead to behaviors which are rarely 
lifethreatening and can alleviate symptoms, reduce the duration of illness, 
and activate positive health behaviors. Third, from a theoretical point of 
view, the public response to scenarios that match formal diagnoses of 
allopathic medical systems tells us about the medicalization of culture, 
the nature of support for formal and informal healing options, and 
cleavages in the adoption of dominant, Western belief systems. The fact 
UHPDLQVWKDWSHRSOHUHO\PRVWRIWHQRQWKHLURZQRURWKHUV¶DVVHVVPHQWV
of the onset of symptoms. Based on those evaluations, they rely on 
community resources before ever considering whether they will seek out 
formal medical care. As such, lay diagnoses reveal important information 
about cultural systems, particularly judgments on cultural beliefs 
regarding social problems and the potential response pathways that those 
cultural beliefs lay out. (Olafsdottir and Pescosolido 2011, p.936)  
 
Without individuals bringing illnesses to the attention of the medical profession, 
illnesses remain untreated and may potentially worsen; from the perspective of 
health policy-makers, there is importance attached to members of the public 
being able to recognise signs of illness and act accordingly so that treatment 
can be given in a timely fashion. Lay understanding has much broader 
implications than this, for example its effect upon treatment compliance and 
ZKHWKHULQGLYLGXDOVDFFHSWRUUHMHFWDPHGLFDOSURIHVVLRQDO¶VGLDJQRVLVDVZHOO
as a broader discussion around medicalisation, which is discussed in more 
detail below); however, from a health policy perspective, great importance is 
attached to individuals being able to recognise signs of illness and act 
accordingly. Lay understanding is said to play an important role in the help-
seeking process, as Olafsdottir and Pescosolido (2011) point out:  
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All major theories on help-seeking, service utilization, and health 
behavior change begin with a clearly specified role for the lay 
construction of illness. (Olafsdottir and Pescosolido 2011, p.930) 
 
Furnham (1988) suggests that individuals interpret experiences using the 
framework of their lay belief systems, and seek explanations from within belief 
systems to explain events if possible; this leaves open the possibility of non-
PHGLFDOH[SODQDWLRQVDFFRUGLQJWRDSHUVRQ¶VRZQEHOLHIV\VWHPV7KLVZLOOEH
discussed in more detail below, when considering research that addresses lay 
understanding around mental health in particular. 
Literature around lay understanding covers many diverse aspects of 
KHDOWK DQG LOOQHVV RYHU DQG DERYH WKH VSHFLILF W\SHV RI µFRQGLWLRQV¶ DQG
illnesses that are researched), for example the nature of lay understanding, and 
the ways in which understanding around health may be patterned according to 
different demographic characteristics. Lay understanding is also associated 
with health behaviour, a concept that is different to illness behaviour (health 
behaviour refers to what activities individuals engage in, such as smoking, that 
may have a negative or positive impact upon their physical health, and is not a 
focus of this study; a definition of illness behaviour was given earlier in this 
chapter). A study of the literature relating to lay views around health (focusing 
on physical health to begin with) reveals that lay views may vary depending 
upon variables such as gender, age, social class and educational attainment 
(Blaxter 1990, Herzlich 1973), with differing emphasis depending upon how a 
SHUVRQ¶V KHDOWK PLJKW DIIHFW WKHLU EURDGHU OLIH )RU H[DPSOH %OD[WHU (1990) 
GLVFXVVHVWKHVDOLHQFHRIµIXQFWLRQDOLW\¶LQUHODWLRQWRROGHUUHVSRQGHQWVLQKHU
study, and the importance of physical fitness and vitality to the younger 
respondents in particular. In the broader field of research relating to lay views 
around health and illness, Bury (1997) discusses the nature of lay views and 
WKHLU µORRVHO\ RUJDQLVHG DQG IOXLG FKDUDFWHU¶ (Bury 1997, p.31), and it is 
understood that lay views around health and illness are not constant, but 
change over time (Blaxter 2010, Furnham 1988, Williams and Healy 2001). In 
addition, lay views need not contain internal consistency, i.e. they may contain 
contradiction, or draw from more than one paradigm at once, and without this 
being perceived as a problem to the individual (Bury 1997, Furnham 1988).  
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As mentioned above, there is relevance in research into lay understanding, 
EHFDXVHLWLVSHUFHLYHGWRSOD\DUROHLQDSHUVRQ¶VOLNHOLKRRGRIVHHNLQJKHOSDW
any one point in time; it is therefore necessary to proceed with caution when 
UHVHDUFKLQJOD\NQRZOHGJHEHFDXVHDQLQGLYLGXDO¶VOD\NQRZOHGJHLVQRWOLNHO\
to be a constant, nor will it necessarily be internally consistent. Both Blaxter 
(2010) and Bury (1997) point out the need for caution when researchers 
attempt to predict behaviour based upon lay understanding. Even though 
writers discuss the implications of individuals holding views from one 
particular paradigm as opposed to another (for example, Sayce (2000) 
discusses the implications of how drawing from different explanatory models 
in relation to mental health holds significantly different implications for 
individuals in regards to individual responsibility, treatment and stigma), Bury 
(1997) cautions against inferring behaviour based upon understanding. He 
argues that views cannot be pODFHG ZLWKLQ D µVLPSOH H[SODQDWRU\ IUDPHZRUN¶
(Bury 1997, p.32). Research that seeks to explore the relationship between 
help-seeking and lay understanding must bear in mind this caution. Research 
into lay understanding can also be carried out in different ways, for example, 
Furnham (1988) VXJJHVWVH[DPLQLQJOD\WKHRULHVLQWHUPVRIµFRQWHQW¶WKDWLV
examining the content of lay understanding and considering how these fit into 
EURDGHU ZRUOG YLHZV VXFK DV µFRQVHUYDWLYLVP¶ RU µMXVW ZRUOG¶ DQG µSURFHVV¶
(which relates to how people make sense of things, how they assimilate 
information and form a conclusion). 
Lay knowledge is a problematic term (I will discuss its problematic 
nature below), but is used to describe the knowledge and understanding that 
people have around the subject of health, who are not health (or mental health) 
professioQDOV 7KH WHUP µOD\ NQRZOHGJH¶ KDV EHHQ IDYRXUHG E\ 3LOJULP DQG
Rogers (1997) LQSDUWLFXODUUHSODFLQJWKHWHUPµOD\EHOLHIV¶ 
 
The term lay knowledge is preferred here because of its attendant 
connotations of validity, rather than belief, which is the preferred term of 
most current health psychologists and is also present in the earlier work 
of sociologists of health and illness. (Pilgrim and Rogers 1997, p.39, 
emphasis in original) 
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$V 3LOJULP DQG 5RJHUV VXJJHVW WKH WHUP µNQRZOHGJH¶ FRQIHUV JUHDWHU VWDWXV
WKDQ WKH WHUP µEHOLHI¶ DQG WKLV VKLIW LV UHFRJQLVHG LQ WKH WHUPLnology used in 
this thesis. Busfield (2011) XVHVWKHWHUPµOD\LGHDV¶DVDQDOWHUQDWLYHDQGVRLW
is important to recognise that there are variants, some of which contain specific 
FRQQRWDWLRQV,WVKRXOGEHQRWHGWKDWWKHWHUPµOD\EHOLHIV¶LVVWLOOXVHGE\VRPH
researchers, for example the work of Adrian Furnham who is discussed later in 
WKLV VHFWLRQ WKH WHUP µOD\ EHOLHIV¶ PD\ WKHUHIRUH EH XVHG LI GLUHFWO\ TXRWLQJ
such work. Lay knowledge has frequently been viewed in terms of its 
µLQIHULRULW\¶ WR DQG MX[WDSRVLWLRQDJDLQVW µSURIHVVLRQDO¶NQRZOHdge (since the 
early work of Freidson (1970) and Dingwall (1976)). When viewed in such a 
way, lay knowledge has been studied with the intention of finding out its 
µGHILFLHQFLHV¶ LQ RUGHU WR KHOS EULQJ OD\ YLHZV PRUH LQWR OLQH ZLWK
professionals¶; Pilgrim and Rogers (1997) criticise the work of Adrian 
Furnham (whose work is considered in this review) for this in particular. Pill et 
al (2001) provide an additional illustration of this assumption, in relation to 
common mental health problems:  
 
As with many other medical specialities, the perception is that any 
discrepancy between professional and lay attitudes and beliefs about 
symptoms, diseases, appropriate behaviour by the sufferer and treatment 
is generally due to ignorance, prejudice and misunderstanding on the part 
of the patient.  (Pill et al. 2001, p.209) 
 
:KHWKHUYLHZHGLQWHUPVRIDµGHILFLHQF\¶RINQRZOHGJHRULQ less subjugating 
terms, the gap between professional and public knowledge is frequently viewed 
as a hindrance towards effective treatment (Angermeyer and Matschinger 
1996a, Jorm et al. 1997b)DQG-RUP¶V(2000) WHUPRIµPHQWDOKHDOWKOLWHUDF\¶LV
frequently discussed. However, Pilgrim and Rogers (1997) point out the 
SRWHQWLDOOHJLWLPDF\RIOD\NQRZOHGJHZKLOVWGLVFXVVLQJ)XUQKDP¶VVXEMXJDWLRQ
of lay beliefs in contrast to those of professionals:  
 
This is not to say that lay knowledge necessarily should be privileged 
over expert knowledge. But it is to acknowledge that sometimes lay 
people develop forms of knowledge which are legitimate and 
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occasionally even superior to the current state of professional knowledge. 
(Pilgrim and Rogers 1997, p.39) 
 
Although it has been found that lay knowledge has shaped professional 
knowledge in some areas (Pilgrim and Rogers 1997), lay knowledge is rarely 
given the status that has been recommended (for example by Dingwall (1976)).  
Popay and Williams (1996) suggest that this is achieved to a limited extent in 
research within the social sciences.  
The concept of laity has been problematised (as mentioned above), in 
UHODWLRQ WR ZKHWKHU µOD\ XQGHUVWDQGLQJ¶ DFWXDOO\ H[LVWV LQ D IRUP WKDW FDQ EH
researched (Shaw 2002). Blaxter (2010) points out that the term has evolved to 
the point where it may need to change all together:  
 
Boundaries have now become blurred: professional knowledge now 
LQFOXGHVPXFKRIWKHµDOWHUQDWLYH¶/D\NQRZOHGJHUHVWVRQERWKWUDGLWLRQ
and medical science. Indeed, it has been argued that, just as it is not 
SUDFWLFDOWRRSSRVHLOOQHVVDQGGLVHDVHVRWKHODEHOµOD\¶FRQFHSWVWKRXJK
common as a shorthand, is not useful in modern Western societies, where 
lay accounts are usually filtered through internalized professional 
accounts. Lay beliefs can be better defined as commonsense 
understandings and personal experience, imbued with professional 
rationalizations. (Blaxter 2010, pp50-51)  
 
7KH FRQFHSW RI µODLW\¶ LV FOHDUO\ RQH WKDW LV SUREOHPDWLF DQG LW LV LPSHUDWLYH
that researchers bear in mind the likelihood of professionalised views (as well 
as views drawn from alternative frameworks) being present in varying degrees. 
7KLVLVHVSHFLDOO\WKHFDVHLIµOD\¶SDUWLFLSDQWVKDYHEHHQLQUHFHLSWRIDPHGLFDO
diagnosis in relation to mental ill health, and it is useful to illustrate this point 
by drawing upon some research frRP  .DQJDV¶ (2001) study aimed to 
consider how the respondents in her sample viewed depression (all participants 
self-reporting as being depressed); Kangas found that their conceptualisations 
around depression, specifically its etiology, drew from professional discourses 
such as psychology, psychotherapy and psychiatry. The project found that 
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respondents fell into three categories depending upon when the participant 
viewed the causes of their depression as occurring, as follows:  
 
Three narrative types following a distinctive storyline were detectable: 
first a storyline based on the shortcomings or deprivations of early 
development, concentrating on childhood and adolescence experiences. 
A second storyline, focused on excessive demands and role conflicts, 
presented as causes of work-related burnout, that developed into or 
already contained traits of depression. A third storyline was formed along 
precipitating and symptom provoking factors in adulthood, outlining a 
story of hardships, losses and severe life events, which were reacted upon 
with depression. (Kangas 2001, p.80). 
 
Kangas linked these narratives to professional discourses within the field of 
mental health. However, Shaw (2002) questioned the validity of the findings as 
UHSUHVHQWLQJ µOD\¶ XQGHUVWDQGLQJ JLYHQ WKDW WKH UHVSRQGHQWV KDG PRVWO\ KDG
some form of therapeutic intervention and had therefore adopted and 
internalised the viewpoint of the professionals with whom they have had 
contact (Shaw 2002) 6KDZ SUREOHPDWLVHV WKH QRWLRQ RI µOD\ XQGHUVWDQGLQJ¶
suggesting that  
 
lay beliefs are extremely difficult, if not impossible, to study because 
they are tied up with the certainty of diagnosis and the legitimacy that is 
DIIRUGHG E\ WDNLQJ RQ PHGLFDO UDWLRQDOLW\ 0RUHRYHU µFRPPRQVHQVH¶
views are themselves based upon understandings within expert 
paradigms. (Shaw 2002, p.287)  
 
6KDZ DUJXHG WKDW WKH SDUWLFLSDQWV LQ .DQJDV¶ (2001) study had taken on 
µPHGLFDO UDWLRQDOLW\¶ DQG WKDW GXH WR WKHLU VWDWXV DV KDYLQJ EHHQ µGLDJQRVHG¶
DQ\µODLW\¶KDGEHHQORVW0RUHRYHUKHJRHVRQWRVXJJHVWWKDWDOOSDUWLFLSDQWV
whether they have received a diagnosis or not, still base their views on what 
WKH\ XQGHUVWDQG RI H[LVWLQJ µH[SHUW SDUDGLJPV¶ ZLWKLQ OD\ GLVFRXUVH 7KLV
problematises the idea of laity, suggesting that even those who have not been in 
contact with a health or mental health professional are still likely to draw from 
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ideas and concepts that are taken from professional discourse. Shaw points out 
WKDWµSHRSOHµSUH-SURIHVVLRQDOL]H¶WKHLUWKLQNLQJLQWKHOHDGXSWRDQHQFRXQWHU
ZLWKDSURIHVVLRQDO¶(Shaw 2002, p.292) drawing from the work of De Swaan 
(1990) ZKRVHZRUNLVVXPPDULVHGEHORZLQWKHVHFWLRQRQµPHGLFDOLVDWLRQ¶,W
is therefore important to acknowledge that when discussing lay understanding, 
different professional paradigms may be evident, to differing degrees, and 
those who have received some form of professional care (and diagnosis) are 
particularly likely to have taken on some measure of that professional 
rationality; this was borne in mind in the design of this study, as discussed in 
chapter 3 (methodology). Shaw suggests: 
 
Those researching accounts of illness need to be particularly sensitive to 
the understandings displayed by their respondents during interviews and 
the extent to which these may have been influenced by discourses within 
medicine (or other expert health knowledge systems) or their interaction 
with professionals concerned with health. (Shaw 2002, p.297) 
 
+RZHYHU GHVSLWH WKH GLIILFXOW\ LQ DFFHVVLQJ µODLW\¶ LQ DQ\ PHDQLQJIXO VHQVH
WKH OLWHUDWXUH QRQHWKHOHVV SRLQWV WRZDUGV WKH LPSRUWDQFH RI SHRSOH¶V
understanding (or knowledge) in relation to different health issues. The 
underlying rationale of research into lay understanding therefore remains, 
DOEHLWZLWKDQDFNQRZOHGJHPHQWWKDWWKHWHUPµOD\¶PD\QRWEHYHU\DSWWKHUH
will most likely be views drawn from professional paradigms (as well as 
alternative paradigms) present. With this caveat in mind, I will now provide a 
broad summary of empirical work into lay understanding around mental health.  
 
Previous research into lay understanding around mental health 
The literature that is reviewed here addresses lay understanding in 
relation to a range of mental health problems, not just those classed as 
µFRPPRQ PHQWDO GLVRUGHUV¶ ,W LV DOVR LPSRUWDQW WR KDYH DQ DZDUHQHVV RI OD\
understanding around different mental health difficulties, so that it is possible 
to draw parallels with the study data if appropriate. In addition, it may be that 
SHRSOH¶VXQGHUVWDQGLQJDERXWFHUWDLQPHQWDOKHDOWKGLIILFXOWLHVLVin relation to 
other difficulties. Lay understanding may not necessarily differentiate between 
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different mental health difficulties in the same way that researchers do. For this 
reason, the literature reviewed encompasses a greater range of mental health 
difficulties than those referred to as common mental health disorders.  
When examining help-seeking research, there is frequent reference to a 
link between lay understanding and help-seeking, as mentioned above, drawing 
from diverse work that spans a range of disciplines, including sociology (such 
as the earlier work of Dingwall (1976)), psychiatry (such as the work of 
Angermeyer (1999)) and public health (such as the work of Jorm (1997b)). 
Some literature that is relevant to lay understanding will be discussed in the 
help-seeking section; because the two areas are related, much research 
addresses both areas. I have attempted to minimise repetition between the two 
sections (help-seeking above, and this section on lay understanding), though 
some repetition will be unavoidable.  
As mentioned in the introduction to this section on lay understanding, 
lay knowledge is viewed as important because it plays a role in helping people 
to understand and interpret symptoms, and then seek appropriate care if 
necessary. Underpinning this assertion is an assumption that the framework 
that an individual applies to understand a certain phenomena (such as medicine 
or religion) will affect how they choose to address it (such as seek medical help, 
or the help of a religious elder), as mentioned by Pescosolido and Boyer (1999) 
in the help-seeking section above. For this reason, there is importance attached 
to understanding what lay views are held around the nature of mental health 
problems, such as causation and amelioration, so that behaviour can be 
understood (and potentially influenced) as part of a wider conceptual schema; 
this area encompasses a significant body of work in the study of lay 
understanding.  
Lay understanding has been the subject of much positivist investigation, 
including work unrelated to help-seeking (for example topics such as stigma 
and acceptance of people with mental health difficulties (Link et al. 1999, 
Angermeyer and Matschinger 1996b, Klassen 2009)). There is significant 
research into public understanding around causation (Angermeyer and 
Matschinger 1996a, Jorm et al. 1997a, Furnham and Chan 2004); lay 
understanding tends to focus around either psychosocial or biological causes, 
with variation depending upon the type of diagnosis in question, for example, 
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depression is frequently viewed as caused by social factors, whereas 
schizophrenia is viewed more as caused by biological factors (Furnham 2009). 
Where causes are viewed as psychosocial, non-medical interventions are 
generally preferred, such as psychotherapy or talking with family and friends 
(Reavley et al. 2012, Furnham 2009, Lauber et al. 2003); where causes are 
viewed as biological, medication may be viewed as the most appropriate option 
(Sisley et al. 2011, Angermeyer et al. 2011, Furnham 2009, Lauber et al. 2001) 
(although this may be in addition to psychological therapies). Prins et al. (2008) 
suggest that patients who have received a diagnosis and treatment for 
depression are more likely to view causation as biological, and more likely to 
perceive value in medication, than people who have not experienced (or 
UHFHLYHG D GLDJQRVLV RI GHSUHVVLRQ +RJJ¶V (2011) study showed that many 
people did not consider depression to be in the realm of medicine, but rather as 
a social phenomena that is part of the human condition; Pill HWDO¶s (2001) study 
IRXQGDVLPLODUUHOXFWDQFHWRODEHOHPRWLRQDOSUREOHPVDVµLOOQHVVHV¶ 
Depression may therefore be viewed by some as outside of the paradigm 
RI PHGLFLQH DQG QRW DPHQDEOH WR µWUHDWPHQW¶ RI DQ\ IRUP EXW UDWKHU WR EH
improved or reOLHYHGE\DSHUVRQ¶VVRFLDOZRUOGDORQH(Hogg 2011, Brown et al. 
2011)DGGUHVVLQJµWKHURRWRIDSHUVRQ¶VSUREOHPV¶ (Pill et al. 2001, p.217)). 
Whether viewed within a medical framework or outside of it, the term 
depression is viewed as having predominantly social (or psychosocial) causes 
(Prior et al. 2003, Schomerus et al. 2006),WLVZRUWKKRZHYHUQRWLQJ%ORRU¶V
(1983) caution, that when discussing depression (and Jorm and Reavley (2012) 
extend tKLV WR WKH WHUP µPHQWDO LOOQHVV¶ WKH YLHZV RI WKH SXEOLF PD\ GLIIHU
from those of professionals about what is encompassed by such terms, and 
what is actually being discussed. Klineberg HW DO¶s (2011) study (relating to 
identification of mental health problems as being separate to distress that is 
problematic) points out that amongst their target sample of young people, 
males from deprived backgrounds were the least likely to label a vignette of 
severe depression as a mental health problem and also least likely to advise 
seeking help. There were similar findings amongst females in their population; 
µLGHQWLILFDWLRQ¶DQGFODVVLILFDWLRQRIGLIILFXOWLHVLVDFHQWUDOLVVXHLQWKHVWXG\RI
OD\ XQGHUVWDQGLQJ +RZ LQGLYLGXDOV SHUFHLYH WKH FRQFHSW RI µPHQWDO KHDOWK
GLIILFXOWLHV¶YDULHVEHWZHHQFXOWXUHVPXFKRI)XUQKDP¶VZRUNLVLQUHODWLRQWR
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cultural differences, for example Furnham and Chan (2004)); the impact of 
cultural differences upon understanding (and help-seeking) is explored in the 
context of the UK between different communities (for example, the work of 
Brown et al. (2011) and Sisley et al. (2011)) and in relation to migrants 
(including refugees) outside of the UK (Maier and Straub 2011, Kokanovic et 
al. 2010)5HFRJQLWLRQRIDSHUVRQ¶VGLVWUHVVDVDPHQWDOKHDOWKSUREOHPPD\EH
a factor in the non-seeking of care, and recognition is affected by a variety of 
different factors.  
In relation to treatment available via a GP, medication is frequently 
viewed in a negative light (Prior et al. 2003, Pill et al. 2001, Priest et al. 1996), 
indeed, Williams and Calnan (1996) note this tendency in relation to lay views 
about physical illness as well; psychotherapy and counselling are viewed rather 
positively (Reavley et al. 2012, Paykel et al. 1998). Paykel et al. (1998), in 
their study following the Defeat Depression Campaign, noted the following 
views in respect to GPs:  
 
Two thirds of subjects would consult their GP if they suffered from 
depression, and this proportion was much higher than for any other kind 
of helper... A substantial proportion of respondents endorsed the view 
that people are embarrassed to consult the GP about depression or are 
afraid they will be regarded as unbalanced or neurotic. However an 
approximately equal proportion viewed GPs as being well trained to deal 
with depression. GPs were regarded by over half as simply giving pills. 
(Paykel et al. 1998, p.520)  
 
The work of Pill et al. (2001) provided very useful insight into the views of lay 
participants in relation to services that might be available; their participants felt 
that GPs did not have sufficient time to listen to their problems, and may be 
able to offer little other than medication; Pill et al. argue that: 
 
the reluctance of people to see their problems as requiring medical 
intervention has to be distinguished from their capacity to evaluate the 
services on offer. (Pill et al. 2001, p.217) 
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DQGFRQFOXGHWKDWµ3DWLHQWVDUHQRWQHFHVVDULO\LUUDWLRQDOLQWKHLUDVVHVVPHQWVRI
ZKDW LV RQRIIHU¶ (Pill et al. 2001, p.217). Thus, views about the efficacy of 
treatment have to be separated from views about the availability and 
accessibility of treatment, and the process of consulting a GP; Brown HWDO¶s 
(2011) participants expressed difficulty in talking to their GP, due to a 
perceived lack of empathy, or a belief that their GP was not an appropriate 
person with whom to discuss emotional or psychological difficulties. This 
echoes the findings of Pill et al. (2001) who observed a similar reluctance: 
 
To date, research has concentrated on exploring the perceived failure of 
GPs to recognise psychiatric disorder with less attention being paid to the 
reasons why patients may be reluctant to disclose symptoms to their 
GPs... It is clear that if patients were readier to discuss emotional 
problems with their GP this could dramatically increase the likelihood of 
UHFRJQLWLRQ« LQ SDUWLFXODU WKRVH ZKR ³QRUPDOLVH´ i.e. find common-
sense explanations for their symptoms are less likely to be detected. (Pill 
et al. 2001, p.208) 
 
This leads back to a related issue, which is that whilst some individuals may 
seek help whilst experiencing emotional distress, their GP may not necessarily 
recognise this, which is briefly discussed in the help-seeking section earlier in 
this chapter. Gask HW DO¶s (2003) study indicates that individuals who are 
depressed, as a consequence of their depression, may have low expectations of 
care and may not expect the doctor to listen to them or be able to understand 
how they feel. They suggest that the experience of depression itself interferes 
with the help-VHHNLQJSURFHVVµ3DWLHQWVZLWKGHSUHVVLRQKDYHSDUWLFXODUQHHGV
WKDWWKHLULOOQHVVPDNHVWKHPOHVVOLNHO\WRUHFHLYH¶(Gask et al. 2003, p.279). 
7KHLU VWXG\ DOVR IRXQG WKDW LQGLYLGXDO¶V H[SHFWDWLRQV DURXQG FDUH YDULHG
according to previous experiences of the individuals and their close circles 
(Gask et al. 2003). Thus, according to Gask HWDO¶s research, the experience of 
GHSUHVVLRQ LWVHOI PLJKW ORZHU D SHUVRQ¶V H[SHFWDWLRQV DV WR WKH EHQHILW RI
seeking help via a GP. Public understanding around the efficacy of treatment 
differs to that of professionals (Angermeyer and Matschinger 1996a, Jorm et al. 
1997b). The issue of stigma permeates help-seeking and lay understanding, and 
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so has already been briefly discussed earlier; in relation to lay understanding in 
particular, Griffiths et al. (2011) found that stigmatising attitudes meant that 
individuals were more likely to prefer self-care as opposed to seeking formal 
help; there was a perception that depression was best dealt with alone. As a 
counterpoint, Brown HW DO¶s (2011) study found that only a minority of 
individuals who chose not to consult their GP cited stigma as a reason (this 
accounted for only 16% of their respondents). Stigma is discussed in greater 
detail in the help-seeking section above.  
Lay understanding is therefore viewed as very important to the process 
of seeking help, and in determining the type of help to which individuals will 
be amenable, despite the changeable nature of lay knowledge and the multiple 
sources and experiences that continue to shape it (Lupton 1994). Pescosolido 
(2011) highlights the crucial role that social networks, in conjunction with lay 
referral networks, play in helping a person come into care, and in determining 
the type of care that is advised: 
  
7KH VWUXFWXUH RI QHWZRUNV FDOLEUDWHG WKH ³SXVK´ RU DPRXQW RI VRFLDO
influence, but only cultural context determined the direction of the 
trajectory, i.e. either toward or away from the formal medical system. 
When the push is great (i.e. in extended social networks) and beliefs held 
DUH LQFRQFHUWZLWKPRGHUQVFLHQWLILFPHGLFDOPHWKRGV WKH³OD\ UHIHUUDO
V\VWHP´ DV )UHLGVRQ  FDOOHG LW SXVKHV LQGLYLGXDOV LQWR FDUH $
similar network structure with beliefs in opposition to modern medical 
care would exert the same amount of influence but would likely do so in 
the opposite direction. (Pescosolido 2011, p.521)  
 
It is appropriate here to highlight the work of Freidson (1970) that is referred to 
by Pescosolido (2011) above. Freidson (1970) points towards the importance 
oI WKH µOD\ UHIHUUDO V\VWHP¶ (Freidson 1970, p.290), which he argues plays a 
crucial role in an individual coming into care (as well as ascribing some form 
of diagnosis): 
 
there is a great deal of data bearing on such topics as polio immunization, 
choosing a doctor and seeking psychotherapy that confirms the 
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importance of the social processes of seeking advice before, during, and 
even after one is struggling with a health problem. Such advice contains 
an implicit diagnosis of the problem. As important, it tends to constitute a 
referral to some agent or agency thought competent to deal with the 
problem, thereby moving the complainant toward care... In this sense, we 
may consider advice-seeking and advice-giving in health affairs among 
laymen to organize the direction of behavior by referral to one or another 
consultant. And so we can speak of a lay referral system, which is 
defined by (1) the particular culture or knowledge people have about 
health and health agents, and by (2) the interrelationships of the laymen 
from whom advice and referral are sought. (Freidson 1970, p.290, 
emphasis in original) 
  
Freidson highlights the central role of the lay referral system in ascribing a 
diagnosis as well as shaping the direction of travel towards help, and he 
suggests that the structure and content of the lay referral system play a role in a 
SHUVRQ¶VOLNHOLKRRGRIFRPLQJLQWRFDUHVLPLODUWRWKHZRUNRI+RUZLW](1977) 
described in the help-seeking section above. Freidson (1970) also suggests that 
the process of interpreting and responding to illness is so rooted within an 
LQGLYLGXDO¶VFRPPXQLW\WKDWLQGLYLGXDOLVHGPRGHOVRIGHFLVLRQPDNLQJDQGKH
FLWHV5RVHQVWRFN¶VDVDQH[DPSOHDUHQRWDSSURSULDWHLQDFFRXQWLng for rates of 
health service utilisation.  
Despite the importance of lay understanding to the area of seeking help, 
Pill et al. point out that:  
 
In relation to the common mental disorders, such as depression, it is very 
striking how few data there are on the perceptions, understanding and 
help seeking behaviour of people within the UK. (Pill et al. 2001, p.209) 
 
It is in the context of this gap in research, that this study seeks to uncover more 
about lay understanding within the UK, and its relation to the help-seeking 
process.  
 This chapter will now turn to a discussion of the literature pertaining to 
medicalisation. This locates the study as potentially reflecting broader 
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processes pertaining to the construction of mental illness, and how shifting 
GHILQLWLRQVPLJKWLPSDFWXSRQWKHSUHYDOHQFHRIµLOOQHVV¶DVZHOODVKRZSHRSOH
construe their own distress.  
 
Medicalisation, and the shifting ways of understanding and categorising 
distress 
I will now provide an outline of the concept of medicalisation, and its 
application to mental distress; there are various arguments that human 
emotions and behaviour are becoming increasingly medicalised and so it is 
important to provide an overview of the concept, its main implications, and 
how it may be feeding into current rates of help-seeking (and associated 
distress). Medicalisation is defined by Conrad (2007) as a process:  
 
³0HGLFDOL]DWLRQ´ GHVFULEHV D SURFHVV E\ ZKLFK QRQPHGLFDO SUREOHPV
become defined and treated as medical problems, usually in terms of 
illness and disorders... The key to medicalization is definition. That is, a 
problem is defined in medical terms, described using medical language, 
XQGHUVWRRG WKURXJK WKH DGRSWLRQ RI D PHGLFDO IUDPHZRUN RU ³WUHDWHG´
with a medical intervention... it is important to remember that 
medicalization describes a process. (Conrad 2007, pp4-5) 
 
It is a process by which nonmedical problems come to be viewed within 
medical terms, and has been applied to a variety of different aspects of the 
human condition. It can be potentially applied to any aspect of bodily 
difference, change or function, as well as to behaviour, and Conrad provides 
WKH H[DPSOHV RI PDOH EDOGQHVV DJHLQJ DQG µVH[XDO G\VIXQFWLRQ¶ DPRQJVW
others) that evidence changes in how life processes that were once viewed as 
QRUPDO DQG VLPSO\ DV µGLIIHUHQFH¶ DUH QRZ YLHZHG LQ PRUH PHGLFDO WHUPV
7KH SURFHVV RI PHGLFDOLVDWLRQ LV QRW µRQH ZD\¶ DQG SUREOHPV FDQ EHFRPH
demedicalised as well as medicalised; a notable example would be 
homosexuality (Conrad 2007), which was viewed as a psychiatric disorder 
ZLWKDVVRFLDWHGµWUHDWPHQW¶(Rogers and Pilgrim 2005)) until a decline in this 
perspective from the 1970s onwards.  
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Whilst medicalisation can be applied to any issue within the realm of 
µKHDOWK¶ DQG DQ\ DVSHFW RI WKH ERG\ DV PHQWLRQHG DERYH LWV UHOHYDQFH WR
psychiatry (and behaviour, and the emotions) is most relevant for this thesis. 
Lupton (1997) GUDZV XSRQ )RXFDXOW¶V QRWLRQ RI WKH µFOLQLFDO JD]H¶ (Foucault 
2003 [1973])DQGVXJJHVWVWKDWPHGLFLQH¶VZD\RIVHHLQJDQGXQGHUVWDQGLQJ
our bodies shapes our own way of understanding and experiencing them; 
indeed, Lupton (1997) points towards $UPVWURQJ¶V(1994) oft-cited summation 
of how the clinical gaze has shaped the way people understand and perceive 
different bodily problems, based on a medical paradigm that is now employed 
for analysis:  
 
A body analysed for humours contains humours; a body analysed for 
organs and tissues is constituted by organs and tissues; a body analysed 
for psychosocial functioning is a psychosocial object. (Armstrong 1994, 
p.25) 
 
Indeed, Bury (1997) suggests that from a Foucauldian perspective, the body is 
QRZ XQGHUVWRRG WKURXJK WKH µJD]H¶ RI PHGLFLQH µµ7KH ERG\¶ GRHV QRW UHally 
H[LVWRXWVLGHRIWKHGLVFRXUVHVRUPHGLFDOµJD]H¶WKDWSURGXFHRUµIDEULFDWH¶LW¶
(Bury 1997, p.189). 
The concept of medicalisation has been associated with social control 
as a way of defining and controlling characteristics that are deemed in some 
way undesirable, for example, Zola (1972) argued:  
 
medicine is becoming a major institution of social control, nudging aside, 
if not incorporating, the more traditional institutions of religion and law. 
It is becoming the new repository of truth, the place where absolute and 
often final judgments are made by supposedly morally neutral and 
objective experts. And these judgments are made, not in the name of 
virtue or legitimacy, but in the name of health. Moreover, this is not 
occurring through the political power physicians hold or can influence, 
but is largely an insidious and often undramatic phenomenon 
accomplished by 'medicalizing' much of daily living, by making 
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medicine and the labels 'healthy' and 'ill' relevant to an ever increasing 
part of human existence. (Zola 1972, p.487, emphasis in original) 
 
For example, in addition to the example of homosexuality mentioned above, a 
QRZ KLJKO\ FRQWURYHUVLDO µGLVHDVH¶ RI µGUDSHWRPDQLD¶ ZDV µLGHQWLILHG¶ LQ WKH
mid 1800s during the years of slavery in the US (Rogers and Pilgrim 2005) and 
was used to explain the running away of slaves due to their discontent with 
WKHLUVRFLDOUROHVDQDSSURSULDWHµWUHDWPHQW¶ZDVDOVRµLGHQWLILHG¶(Rogers and 
Pilgrim 2005). Medicalisation has not spread evenly across different 
GHPRJUDSKLFV IRU H[DPSOH LW LV DUJXHG WKDW ZRPHQ¶V OLYHV KDYH EHHQ
PHGLFDOLVHGPRUHWKDQPHQ¶V(Conrad 2007), an early example being the use of 
WKH WHUP µK\VWHULD¶ WR H[SODLQ GLIIHUHQW DVSHFWV RI ZRPHQ¶V EHKDYLRXU
LQFOXGLQJµUHEHOOLRXVQHVV¶DWWKHWLPHRIWKH6XIIUDJHWWH0RYHPHQW(Showalter 
1987)). Indeed, it has been argued that certain behaviours are defined as 
medical problems according to the expected behavioural norms of those in 
power, and this has led to accusations that psychiatric diagnostic categories are 
vulnerable to inherent sexism and racism (Rogers and Pilgrim 2005), as the 
profession of psychiatry remains predominantly populated by white males 
(Rogers and Pilgrim 2005). 
 Lupton (1997) points out that when medicalisation is discussed, it is 
generally from a perspective that views medicalisation negatively, and that 
critics tend to overlook the potential good that it can also do. It is therefore 
important to provide an overview of the positive and negative consequences of 
medicalisation so that both are acknowledged. Medicalisation has frequently 
been studied as representing the expansion of the power of the medical 
profession, although this argument is less focal now and it is accepted that 
medicalisation takes place based upon the actions of various different 
individuals and interest groups, such as pharmaceutical companies and patient 
interest groups (Conrad 2007). There are various potential gains for these 
groups; I will focus upon the gains for individuals and patient groups as gains 
for the medical profession have been well-discussed elsewhere (for example, 
beginning with the work of Friedson (1970)) as have associated gains for 
pharmaceutical companies, who benefit from the sale of pharmaceuticals 
(whose interests are acknowledged but are not central to the background of this 
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thesis). The remaining discussion, whilst including broader critiques of 
medicalisation, will focus in particular on the medicalisation of distress, and of 
behaviour, that come to be defined as within the field of mental health and 
illness.  
For people who are experiencing difficulties, whether behavioural or 
emotional, the receipt of a medical diagnosis ± as opposed to a different 
understanding of their inner experience or behaviour ± may confer benefits: a 
diagnosis may culminate in access to resources, whether therapy, medication, 
psychological therapy, time away from work or potential welfare benefits. 
Indeed, Horwitz and Wakefield (2007) discuss the particular benefits 
associated to the receipt of a diagnosis for patients in the United States, where 
Managed Care may provide help for those diagnosed with an illness but not 
with difficulties arising from life problems. Diagnosis may also reduce blame 
RQ WKH LQGLYLGXDO IRU ZKDWHYHU LV µZURQJ¶ ZLWK WKHP SURYLGLQJ D OHVV
VWLJPDWLVLQJ H[SODQDWLRQ WKDQ D ODEHO RI µGHYLDQFH¶ (Conrad 2007, Busfield 
2011); a biological explanation in particular has the potential to greatly reduce 
stigma (Sayce 2000), although this is not to imply that a biological explanation 
is stigma-free. A medical diagnosis might help alleviate blame not just for the 
individual who comes to be diagnosed, but also for those around them, most 
notably their families and parents (Sayce 2000), but also their social situation 
(as addressed below). Drawbacks of a biological explanation (for the individual) 
include the potential limitations that might then be placed upon future 
µZHOOQHVV¶i.e. WKHLUµLOOQHVV¶LVQRWQHFHVVDULO\VRPHWKLQJWKDWFDQEHRYHUFRPH
but something that must be tolerated or adjusted to) (Conrad 2007), and 
potential reliance upon medication.  
There are also strong critiques at a societal level, from writers such as 
Illich (1976), Conrad (2007) and Furedi (2004) who argue that by treating 
emotional problems as medical problems (or in the case of Furedi, as 
psychological problems), the structural factors that might be causing such 
problems are ignored and allowed to continue. Such critiques argue that the 
medicalisation of distress (and Illich (1976) would argue that medical treatment 
IRU PDQ\ µLOOQHVVHV¶ SURYLGHV DQ LQGLYLGXDOLVHG VROXWLRQ DQG LQGLYLGXDOLVHG
blame) for distress that may stem from problems within society such as racism 
DQG LQHTXDOLW\ DQG WKDW WR WUHDW WKH LQGLYLGXDO DV µVLFN¶ DOORZV WKH KDUPIXO
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societal conditions to continue. Indeed, Conrad (2007) suggests that locating 
the blame within the individual depoliticises their problems, and leaves the 
circumstances that created them untouched ± WKXVµKDUPIXO¶VRFLHWDOVWUXFWXUHV
are allowed to continue, and Illich (1976) argues that medicine actually serves 
to reinforce the reproduction of such a harmful environment by masking its 
true nature (that is, by continually locatiQJWKHVRXUFHRIWKHµSUREOHP¶ZLWKLQ
WKHLQGLYLGXDO=ROD¶VHDUO\ZRUNKLJKOLJKWHGWKHVDPHDUJXPHQW 
 
the labels health and illness are remarkable 'depoliticizers' of an issue. By 
locating the source and the treatment of problems in an individual, other 
levels of intervention are effectively closed. (Zola 1972, p.500) 
 
There is also an argument that by viewing distress as something that 
requires professional intervention, members of society gradually become both 
less tolerant to distress, and also less skilled in being able to address it (i.e. 
their autonomy is reduced). Both Furedi (2004) and Illich (1976) argue that 
VRFLHW\¶VZD\RIPDNLQJVHQVHRIFHUWDLQVXIIHULQJDQGRIEHJLQQLQJ WRYLHZ
FHUWDLQHPRWLRQVRUEHKDYLRXUVDV µLOO¶RU µKHDOWK\¶FKDQJHV WKHZD\ LQZKLFK
such problems are addressed, and the resources that individuals call upon. 
Furedi (2004) SDUWLFXODUO\DUJXHVDJDLQVWWKHHPHUJHQFHRIDµWKHUDS\FXOWXUH¶
and suggests that processes that were once viewed positively (namely, the 
private tolerance and acceptance of suffering, and of finding meaning within it) 
have now become viewed as undesireable and avoidable, and that culture no 
longer supports an approach of finding meaning within suffering (without 
WKHUDSHXWLFWRROVWKDWLV+HDOVRDUJXHVWKDWDFRQVHTXHQFHRIµWKHUDS\FXOWXUH¶
is that people define themselves by their vulnerability, instead of their potential, 
DQG WKDW WKLV VKLIW KDV LQKHUHQWO\ ZHDNHQHG VRFLHW\¶V FROOHFWLYH HPRWLRQDO
DUPRXU\WKLVZRXOGEHDQH[DPSOHRIµFRXQWHUSURGXFWLYLW\¶WKDW,OOLFKZDUQVLV
a potential consequence of medicalisation:  
 
It [counterproductivity] exists whenever the use of an institution 
paradoxically takes away from society those things the institution was 
designed to provide. (Illich 1976, p.216) 
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Related to medicalisation, and to the idea that the existence of services changes 
the way individuals are equipped to deal with their own problems, is De 
6ZDDQ¶V (1990) concept of proto-SURIHVVLRQDOLVDWLRQ µSURWR-
SURIHVVLRQDOL]DWLRQ¶ (De Swaan 1990, p.14) refers to the process of lay 
individuals coming to use professional terms to understand, describe and 
explain their experiences. It is by coming into contact with professionals that 
such terminology (and their associated paradigm) is conveyed and reproduced, 
and then from one layperson to another. He suggests:  
 
the division of labour which has evolved among the helping professions 
also serves as a guideline in the everyday experience of laymen when 
putting their troubles into words and categorizing them; often there is 
hardly any other way to talk about these troubles than in the vocabulary 
that each profession has developed for its problem area and has conveyed 
to adjacent circles of laymen. (De Swaan 1990, p.101) 
 
De Swaan argues that the way in which individuals respond to distress changes 
to one that accommodates the professional paradigm; he also argues that not 
only does this change how people understand and describe their problems, but 
WKDW WKH YHU\ H[LVWHQFH RI D µSURIHVVLRQ¶ FUHDWHV D QHHG IRU LWV VHUYLFHV E\
shaping how individuals understand distress:  
 
The profession [of psychotherapy] exerts an educating and proselytizing 
impact on the outside world. The external effect of professionalization is 
the formation of a clientele: the professionalization process operates in 
the surrounding society as proto-professionalization. And as people 
spend a greater part of their lives in circles where it is common practice 
to labeORQH¶VHYHU\GD\H[SHULHQFH LQDFFRUGDQFHZLWK WKHFDWHJRULHVRI
psychotherapy and to put the basic concepts of the profession of 
psychotherapy into practice in everyday life, they will be the more likely 
to seek psychotherapeutic treatment and to benefit from it. (De Swaan 
1990, p.101) 
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Indeed, De Swaan goes on to argue that the presence of a psychotherapeutic 
profession thus creates a need for psychotherapeutic help. He argues that this 
has become the latest ZD\RIIUDPLQJDQGXQGHUVWDQGLQJµPLVHU\¶ 
 
People make troubles with themselves and with one another, and 
psychotherapists regard these troubles as psychiatric problems; as this 
professional concept spreads, people redefine their troubles as psychic 
problems suitable for treatment by the psychotherapist. But the troubles 
ZHUHDOUHDG\WKHUH7KHVHUYLFHVXSSO\FUHDWHVWKHGHPDQGEXWLWGRHVQ¶W
create the misery... The entire area of troubled modes of experience and 
interaction has become the working terrain of the fairly new profession of 
psychotherapy, and in circles of people who are closely related to it, 
laymen have begun to recognize their troubles as psychic problems, 
whereas they were previously accustomed to speaking of bad behaviour 
and evil moods, of sin and of illness, of deliriums and rage, of 
bewitchment or destiny, of the usual imperfections of human existence ± 
if they took note of these troubles and considered them worth discussing 
at all. Psychotherapy did not exist yet, and psychic problems were not 
recognised or experienced as such, but in many different ways. (De 
Swaan 1990, pp100-101)   
 
De Swaan sets out a compelling argument that the presence of psychotherapy 
(in his example) is changing the explanatory arsenal upon which individuals 
might rely, in order to explain aspects of human behaviour that have been 
explained differently in the past (if indeed any explanation was necessary). 
Indeed, his argument relates current understanding to a historically-specific 
(and therefore historically unique) way of interpreting inner experiences. De 
6ZDDQ¶VDUJXPHQWLPSOLHVVLPLODUWRWKDWRI)XUHGL¶V(2004), in that he suggests 
that individuals cease to rely upon their own resources in dealing with distress, 
and instead turn to ± and indeed need ± the help of professionals. These latter 
consequences of medicalisation provide potential alternative explanations for 
high recorded levels of distress (and high levels of help-seeking), and locate 
WKHµSUREOHP¶LQDVKLIWLQKRZGLVWUHVVLVSHUFHLYHGWROHUDWHGDQGUHVSRQGHGWR
It is therefore important to bear these critiques in mind as an explanation for 
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the current high levels of distress (that culminate in a diagnosis of a common 
mental health disorder) that are being responded to within primary care; these 
are potential alternatives to ideas around social causation, that is, an increase in 
the factors that lead to mental distress.  
An alternative explanation, that sits alongside these critiques and is 
related to medicalisation, can be found in the work of Horwitz and Wakefield 
(2007) ZKRDUJXHWKDWWKHUHKDVEHHQDVKLIWLQKRZµLOOQHVV¶LVGLDJQRVHGDQG
also in how it is measured in community surveys. Horwitz and Wakefield 
provide a good critique of the figures themselves, that is, the surveys that 
suggest that there is an increase in the prevalence of mental illness; the surveys 
used include various community surveys from the 1980s onwards, as well as 
World Health Organisation (WHO) survey from 2004 (see Demyttenaere et al. 
(2004)). Horwitz and Wakefield (2007) suggest that rather than a particular 
increase in the prevalence of psychological distress in the population, there has 
instead been a shift in the process of diagnosis, that occurred when the need for 
DQXQGHUVWDQGLQJRIµFRQWH[W¶ZDVUHPRYHGIURPWKH'LDJQRVWLFDQG6WDWLVWical 
Manual of Mental Disorders, 3rd edition (DSM III). As a result of this, they 
DUJXHWKDWµH[WUHPHVDGQHVV¶± that may be justifiable when viewed in context ± 
is becoming redefined as a mental health problem and is leading to increased 
diagnosis and treDWPHQWRISUREOHPVWKDWDUHQRWDFWXDOO\WUXHµPHQWDOLOOQHVVHV¶
(as defined by the authors). In addition, they argue that the figures reported for 
the general population are not representative of the true level of disorder, as 
community surveys are carried out with a similar disregard for context, and 
also without appropriate professionals to assess behaviour and identify 
pathology in behaviour patterns. Their argument therefore suggests that it is 
the classification and measurement of mental illness that has changed, not its 
prevalence, and that this has led to the medicalising of normal sadness.  
 There are other analyses relating to medicalisation (not specifically of 
distress, but such arguments may be transposed to the field of mental health) 
that locate it as part of an increased demand for medical intervention in the face 
of pain, distress and/or physical difference. These analyses draw upon cultural 
shifts that affect how individuals relate to their bodies, and the role that 
consumerism plays in increased consumption of medical treatment (Bury 1997, 
Featherstone et al. 1991). Shaw and Woodward (2004) DUJXHWKDWµKLJKUDWHVRI
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PHGLFDOLVDWLRQDUHDFWXDOO\LQGLFDWLYHRIV\VWHPLFSUREOHPVLQZHVWHUQVRFLHW\¶
(Shaw and Woodward 2004, p.128) which they link to a decline in the 
traditional mechanism of support ± the community:  
 
Community is where individuals are recognised and their individuality 
affirmed. Community is also the place of support mechanisms. The 
relevance of the traditional anchors and support mechanisms of 
community ± the family, neighbourhood and the church have been 
sharply eroded over the last 50 years in the UK. In its place is a consumer 
culture centred on the fulfilment of individual desires and where the 
individual has become the core unit of social consumption. (Shaw and 
Woodward 2004, pp128-129) 
 
Increasing medicalisation of distress is perceived to have roots in much wider 
societal changes than those relating more closely to the practice of medicine 
described above, and it is important to acknowledge these wider analyses. It is, 
however, beyond the scope of this review to provide a comprehensive 
breakdown of such broader societal changes here.  
&RQUDG VXJJHVWV WKDW µRYHUPHGLFDOLVDWLRQ¶ LV WKH IRFXVRIPXFKZRUN
and it is important to state that medicalisation should not inherently be viewed 
negatively; indeed, Busfield (2011) suggests that in relation to mental illness 
DQGPHGLFDOLVDWLRQWKHERXQGDULHVRIZKDWLVGHILQHGDVµPHQWDOLOOQHVV¶VKRXOG
be retrenched but the concept of mental illness itself (and its application to 
specific disorders) be retained with a much narrower definition. It is therefore 
not necessarily desirable to end medicalisation of distress, but rather 
µRYHUPHGLFDOLVDWLRQ¶ WKDW LV DW LVVXH (Busfield 2011). It is also worthwhile 
pointing out that whilst medicalisation is frequently viewed in negative terms, 
Conrad provides a poignant reminder that medicalisation of distress is 
frequently borne out of good intentions:  
 
Although physicians are no longer the major promoters of medicalization, 
there is an area in which physicians often still push the boundaries of 
medicalization. One of the major goals of the medical profession, and of 
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many physicians in practice, is to reduce the suffering of individuals. 
(Conrad 2007, p.156)  
 
,WLVLPSRUWDQWKHUHWRSURYLGHDEULHIVWDWHPHQWDERXWµPHGLFDOLVDWLRQ¶LQ
relation to the analysis within this thesis. The study addresses (in different 
ways) how individuals come to seek treatment from a GP for their distress, 
which inherently means the application of a medical perspective to their 
difficulties. What this thesis cannot do is comment upon whether the 
application of a medical perspective is appropriate, or any other judgement 
about the suitability of medicine in these individual cases. This is for a number 
of reasons: I, the author, have no formal medical training, nor training within 
the fields of psychology, psychiatry, psychoanalysis or any other field that may 
FRQIHU WKH VWDWXV RI EHLQJ DEOH WR µGHILQH¶ D SHUVRQ¶V SUREOHPV ZLthin 
SURIHVVLRQDO WHUPV , DPXQDEOH WR VD\ZKHWKHU WKH\ KDYH UHFHLYHG WKH µEHVW¶
response to their needs, from the perspective of any profession. My perspective 
is that of a medical sociologist; what I am able to do, is to study the process by 
which their problems have come to be defined and responded to by the medical 
profession. Critiques (and supportive arguments) of medicalisation reflect an 
acknowledgment of different theoretical perspectives, however their 
DSSOLFDELOLW\WRWKHLQGLYLGXDO¶VVWRULHVZLthin this study is beyond the remit of 
this work.  
 Having asserted that it is beyond the remit of this study to consider 
ZKHWKHU D PHGLFDO UHVSRQVH LV DSSURSULDWH IRU WKH VWXG\¶V SDUWLFLSDQWV , ZLOO
now outline my position on the reality, or otherwise, of the concept of mental 
illness, as this has been briefly alluded to above.  
 
Ontology and epistemology 
It is important to outline whether this study views the existence of 
µPHQWDO LOOQHVV¶ DV D GHILQDEOH µUHDO¶ FDWHJRU\ 7KLV LV VLWXDWHG DV SDUW RI D
broader discussion about ontology and epistemology, as the reality (or 
otherwise) of the concept is inherently linked to broader philosophical 
GLVFXVVLRQVDURXQGNQRZOHGJHDQGµVFLHQFH¶DQGLQUHODWLRQWRWKHKXPDQERG\
I have endeavoured, through summarisiQJ D EULHI µKLVWRU\¶ RI WKH FRQFHSW RI
mental illness (as well as in other parts of the literature review), to demonstrate 
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a reasonable foundation upon which to build this study: that current 
understanding around mental health (whether lay or professional) has its roots 
in history; that the boundaries of the concept are subject to change; that there 
are competing explanations that provide differing views upon causation and 
WUHDWPHQWWKDWZKDWFRPHVWREHYLHZHGDVµPHQWDOLOOQHVV¶PD\UHIOHFWEURDGHU
socieWDOFRQFHUQVVXFKDVDURXQGVRFLDOFRQWUROWKHFDWHJRU\RIµPHQWDOLOOQHVV¶
may reflect the values of those who come to define it (to name but a few points 
DGGUHVVLQJ WKH µVRFLDOO\ FRQVWUXFWHG¶ QDWXUH RI WKH FRQFHSW 'HODQW\ DQG
Strydom (2003) discuss recent trends within the philosophy of social science, 
and point out that there are some arguments (relating to a critique of positivism) 
WKDWKDYHFRPHWREHµDFFHSWHG¶LQFOXGLQJE\PDQ\SRVLWLYLVWVWKDWHFKRVRPH
of the points above:  
x 7KDWµNQRZOHGJHLVKLVWRULFDOO\HPEHGGHG¶(Delanty and Strydom 2003, 
p.366) 
x 7KDWµNQRZOHGJHLVVRFLDOO\FRQWH[WXDOLVHG¶(p.367)  
 
They argue that whereas previous debates within philosophy of the social 
VFLHQFHVFHQWUHGDURXQGH[SODQDWLRQYHUVXVXQGHUVWDQGLQJWKHUHLVDµJURZLQJ
debate bHWZHHQFRQVWUXFWLYLVPDQGUHDOLVP¶(p.365). I will now provide a brief 
discuVVLRQ RI KRZ WKLV VWXG\ YLHZV WKH µUHDOLW\¶ RI PHQWDO LOOQHVV ZLWK
reference to specific approaches to these two perspectives (that is, weak 
constructionism and critical realism), and how current debates are pointing 
WRZDUGVWKHSRWHQWLDOO\µWKLQOLQH¶(p.377) that divides them.   
This study approached the topic from what Bryman (2004) would term a 
µFRQVWUXFWLRQLVW¶ RQWRORJLFDO SRVLWLRQ WKLV LV LQ RSSRVLWLRQ WR µREMHFWLYLVP¶
Bryman defines a constructionist position as follows:  
 
Constructionism is an ontological position (often also referred to as 
constructivism) that asserts that social phenomena and their meanings are 
continually being accomplished by social actors. It implies that social 
phenomena and categories are not only produced through social 
interaction but that they are in a constant state of revision. (Bryman 2004, 
p.17) 
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This position calls for an approach to social science that is different to that of 
WKH QDWXUDO VFLHQFHV DQG SODFHV DQ HPSKDVLV RQ µVXEMHFWLYH PHDQLQJ¶ DV
RSSRVHG WR DFFHVVLQJ DQ µREMHFWLYH UHDOLW\¶ ,Q UHODWLRQ WR D FRUUHVSRQGLQJ
epistemological position, this study adopts an interpretivist perspective. There 
DUH YDULDQWV RI FRQVWUXFWLRQLVP DQG , ZLOO RXWOLQH WKH XVH RI µZHDN
FRQVWUXFWLRQLVP¶WRSURYLGHWKHSHUVSHFWLYHDGRSWHGDWWKHVWDUWRIWKLVVWXG\ 
As mentioned above, it is becoming accepted, including amongst some 
positivists, that knowledge about (and approaches to) a concept (and this would 
be extended to include medical) is to some extent shaped by its specific 
historical context. Hacking (2003) describes a weak constructionist viewpoint, 
that is commensurate with such a perspective; that a phenomenon, no matter 
how real in its physical existence (and he uses the example of teenage 
pregnancy), is viewed in a certain way depending upon its time and place. 
&RQWLQXLQJZLWK+DFNLQJ¶VH[DPSOHDWHHQDJHUEHFRPLQJSUHJQDQWLVDQHYHQW
that occurs, however, the concept of teenager ± and the way that teen 
pregnancy is responded to within wider society ± is heavily mediated by when 
DQGZKHUHLW LV WDNLQJSODFH+DFNLQJ¶VYHUVLRQRIZHDNFRQVWUXFWLRQLVPGRHV
QRW GHQ\ DQ\ µUHDOLW\¶ WKDW LV µRXW WKHUH¶ EXW UDWKHU KH SRLQWV WRZDUGV WKH
socially constructed nature of what it means to be a teenager who becomes 
pregnant; the implications are socially constructed. Continuing with this theme, 
Rogers and Pilgrim (2005) SRLQWRXWWKDWµ-XGJHPHQWVDERXWKHDOWKDQGLOOQHVV
(physical as well as mental) are value laden and reflect specific norms in time 
DQG SODFH¶ (Rogers and Pilgrim 2005, p.11). Thus, it is important to take 
account of some level RI VRFLDO FRQVWUXFWLRQ ZKHQ FRQVLGHULQJ DQ\ µLOOQHVV¶
There now follows a deliberation about the most suitable epistemological 
IUDPHZRUN WR XVH WKDW EDODQFHV DQ DSSURSULDWH OHYHO RI µVRFLDO FRQVWUXFWLRQ¶
YHUVXVµUHDOLW\¶:LWKUHJDUGVWRPHGLFDOFRQFHSWV'LQJZDOO(2001) argues for 
the need for sociologists to balance two important competing obligations: 
 
to be more critical of the positivist version of disease that was, and still is, 
hegemonic among our medical colleagues, and to insist that 
constructionist accounts cannot disregard the materiality of the human 
body and the disturbances to which its biology is subjected. Medical 
sociology remains pressed from both sides. (Dingwall 2001, p.vii) 
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Dingwall points out the necessity for medical sociologists to bear in mind the 
realness of bodily changes (that is, the idea of malfunction or disturbance) at 
the same time as the socially constructed nature of illness categories and 
associated implications; Dingwall cautions against treating concepts such as 
health or illness as entirely constructed. The concept of mental illness has a 
long history of contestation from the anti-psychiatry movement onwards; 
whilst there remain proponents on both sides of the argument (that is, strong 
FRQVWUXFWLYLVWVDJDLQVWSRVLWLYLVWV%KDVNDU¶V(1978) critical realism provides a 
SRWHQWLDOEULGJHEHWZHHQWKHWZRWKDWFRQFHGHVWKHH[LVWHQFHRIµUHDOLW\¶WKDWLV
there is some underlying reality to the concept) but views it as socially 
mediated. This perspective has proved popular amongst medical sociologists 
(see, for example, Rogers and Pilgrim (2005) and Pilgrim and Bentall (1999)). 
Such a position is critical of the categories and definitions employed in mental 
health care (and indeed of the provision of care itself) but do not necessarily 
deny that for some people, their inner experience is one that differs greatly to 
that of others, in a way that is disabling, frightening and creates vulnerability ± 
WKDWLVWKHUHLVVRPHµUHDOLW\¶WRWKHFRQFHSWRIµLOOQHVV¶)RUH[DPSOH3LOJULP
and Bentall (1999) SURYLGHDXVHIXOFULWLTXHRIWKHµZRROLQHVV¶RIWKHFRQFHSW
of depression, and its application to describe human misery in differing forms; 
WKRXJK WKH\ GR QRW VXJJHVW WKH FRQFHSW RI µPHQWDO LOOQHVV¶ EH HQWLUHO\
discarded). Pilgrim and Rogers (2005) define a critical realist position 
DOWKRXJK WKH\ DOVR WHUP LW µVRFLDO UHDOLVP¶ Ds one that accepts reality as 
something that exists, but views human action (and concepts) as socially 
mediated. They describe an interplay between structure and agency as one 
where individuals are born into pre-existing structures but go on to affect, and 
be affected by, such structures (Benton and Craib (2011) point to a similar 
interaction between structure and agency using this approach). Pilgrim and 
Rogers (2005) suggest that critical realism provides a bridge between a social 
constructionist perspective and a positivist one:  
 
Because critical realism is a materialist, rather than idealist, basis for 
social science... it can accommodate material causation (e.g. temporal 
lobe epilepsy) alongside a critical analysis of the interests being served 
by the way mental health problems are described and conceptualized in a 
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society at a point in time (e.g. a critique of the interests being served by 
psychiatric knowledge). (Rogers and Pilgrim 2005, p.17)  
 
Such a perspective provides a way of maintaining the balance that Dingwall 
(2001) calls for. Indeed, Pilgrim and Bentall (1999) highlight the benefits of 
using a critical realist approach:  
 
critical realism is a more helpful approach to mental health problems, as 
it ensures a proper caution about historical and cultural relativism, 
without degenerating into the unending relativism and nihilism attending 
social constructionism. This position respects empirical findings about 
the reality of misery and its multiple determinants but does not collapse 
into the naive realism of medical naturalism. It accepts causal arguments 
but remains sensitive to the relationship between empirical methods and 
pre-empirical (e.g. professional) interests and social forces. (Pilgrim and 
Bentall 1999, p.271) 
 
They therefore argue for caution in uncritically accepting medical diagnoses 
such as depression, but nonetheless point out the benefits of (and likely need 
for) some form of support or help for individuals (1999); indeed, they argue 
that by considering depression as a medical concept, the real causes of human 
misery become obscured and can therefore not be appropriately addressed. 
They also concede the role of different interest groups in sustaining specific 
definitions of disorder.  
Sociologists can continue to play an important role in highlighting the 
various challenges to a positivist perspective, as Busfield (2000) points out: 
 
Geneticists' reported claims notwithstanding, social processes are crucial 
to the understanding of mental health and disorder in a range of ways. 
First, social processes shape the very concepts of mental health and 
disorder, thereby setting the boundaries of what constitutes mental 
disorder and the categories that are used to distinguish one disorder from 
another. Second, social processes play an important part in the aetiology 
of mental disorders ± any mental disorder is always a product of genetics 
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and environment. And third, social processes play a vital part in 
influencing mental health practice. (Busfield 2000, p.544, emphasis in 
original) 
 
Such an approach acknowledges that the concept of disorder is appropriate in 
some way LQ WKDWVRPHSHRSOH¶V LQQHUH[SHULHQFHYDULHs in a way that can be 
viewed as disabling, and that this can be caused by various factors including 
ELRORJLFDO DQG VRFLDO %XW WKLV GRHV QRW LPSO\ WKDW WKH WHUP µGLVRUGHU¶ LV
necessarily appropriate for the myriad of different experiences that may attract 
such a label. It is useful to point out here, that the terminology of mental illness, 
mental ill health and mental disorder (and any other variants used throughout 
this thesis) are used in open acknowledgment of the potentially contested 
nature of the applicability of the concepts to different aspects of the human 
condition. It is precisely their applicability to different internal states, as used 
or understood by individuals, that is discussed within this thesis. At the start of 
this project, the ontological position was one of weak constructionism, as 
outlined by Hacking (2003) above, and the epistemological position was one of 
interpretivismZKLOVWWKHUHLVDUJXDEO\DµWKLQOLQH¶(Delanty and Strydom 2003, 
p.377) between weak constructionism and critical realism, the adoption of 
critical realism would entail a shift in ontological perspective from one of 
µFRQVWUXFWLRQLVW¶ WR RQH RI µUHDOLVW¶ ZKLFK ZRXOG HQWDLO D VKLIW LQ SHUVSHFWLYH
relating to the understanding of reality, including the adoption of some 
HOHPHQWV RI SRVLWLYLVP &ULWLFDO UHDOLVWV µDFNQRZOHGJH DQG DFFHSW WKDW WKH
FDWHJRULHV WKH\ HPSOR\ WR XQGHUVWDQG UHDOLW\ DUH OLNHO\ WR EH SURYLVLRQDO¶
(Bryman 2004, p.12), providing some reassurance against acceptance of reality 
DVµNQRZQ¶2QHUHDVRQZK\FRQVWUXFWLRQLVPLVDYRLGHGE\PDQ\ZULWHUVLVWKDW
it is viewed as being too extreme in its denial of reality; weak constructionism 
provides a potential counterbalance to this charge. Delanty and Strydom (2003) 
DUJXHWKDWµLWLVLPSRUWDQWQRWWRVHHUHDOLVPDQGFRQVWUXFWLYLVP± indeed also 
cognitivism ± DVLQFRPSDWLEOH¶(p.376-377). In addition, Collins (2003 [1998]) 
argues that social constructionism is sociological realism, an epistemological 
position that is commensurate with a constructionist ontology. He argues:  
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The social constructivist theory of intellectual life, far from being anti-
realist, gives us an abundance of realities. Social networks exist; so do 
their material bases, the churches and schools and the audiences and 
patrons who have fed and clothed them; so do the economic, political, 
and geopolitical processes which constituted the outer sphere of causality. 
These successive layers of context for the minds of philosophers display 
no sharp borders. There is no criterion for arbitrarily stopping, for 
GHFODULQJ WKDW µ, FRQFHGH WKDW VRFLDO UHDOLW\ H[LVWV EXW WKH ZRUOG RI
PDWHULDO QDWXUH GRHV QRW¶ ,t is all of a piece, all on the continuum in 
medias res. (Collins 2003 [1998], p.459) [Collins describes in medias res 
DVPHDQLQJµWKDWRXUWKLQNLQJLVDOZD\VSUHFHGHGE\RWKHUWKLQNLQJRXU
RZQDQGRWKHUSHRSOH¶V¶(p.458)] 
 
These different epistemic frameworks provide relatively similar balances in 
relation to a trade-off between socially framed concepts and acknowledgment 
RIµUHDOLW\¶ 
As a result of carrying out this study (based upon its findings), an 
epistemology must be chosen that contains the possibility for some level of 
reality to the causes of, and effects of, extreme distress, whether viewed as a 
mental health problem, or as misery. Indeed, I do not discount the potential for 
DFRQFHSWRI µPHQWDO LOOQHVV¶ WRH[LVWDOEHLWZLWKUHIHUHQFH WRFDOOV WR UHPRYH
normal human experiences of misery from the concept (Pilgrim and Bentall 
1999, Busfield 2011). Both weak constructionism and critical realism allow for 
this. Whilst the study findings will be more thoroughly discussed in later 
chapters, this dilemma was brought about by a new understanding of how the 
help-seeking process can be, in some cases, hindered by the experience of 
distress itself. Whilst both the perspective of weak constructionism and of 
critical realism allow for this, I have acknowledged the need to locate this 
study within a body of work that concedes some reality to the consequences of 
extreme distress, and of the potential for social causation as one possible 
explanation. However, this is not to deny the socially constructed nature of the 
concept, and as will be discussed in the proceeding chapters, the findings of the 
study also significantly point to shifting definitions of disorder, and the way in 
ZKLFKWKHµPHGLFDOJD]H¶EULQJVPRUHDQGPRUHSHRSOH¶VH[SHULHQFHXQGHUWKH
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ODEHO RI µGLVRUGHU¶ 7KH UHVXOWDQW HSLVWHPRORJLFDO SRVLWLRQ WKHUHIRUH UHWDLQV D
strong emphasis on the extent to which experience of distress (and of its 
categorisation and seeking of help) is socially determined; the perspective of 
weak constructionism has been retained, although the potential utility of 
critical realism is acknowledged, as is the potentially fine line between the two 
(Delanty and Strydom 2003).   
+DYLQJGHILQHGWKLVVWXG\¶VRQWRORJLFDOSRVLWLRQZLWKUHJDUGVWRWKH
reality (or otherwise) of the concept of mental illness, and the importance of 
studying how individuals in the present day might construe their own distress 
and seek help, the next chapter will outline the study research questions, and 
how they have been operationalised. 
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Chapter 3 
 
Methodology and method 
 
This chapter will provide an overview of the study methodology and 
method. I will begin by defining the research questions, and then link these to 
the overarching study design, outlining how the use of qualitative methods 
most suitably addresses the research questions; I will also provide an outline of 
the analytic tools used. Following this, a detailed account of the research 
implementation will take place, providing detail as to how participants were 
recruited, so that any implications that this practical phase had on the research 
findings (i.e. how the study design shapes the findings) are more easily 
identified. I will then provide an overview of ethical issues that were included 
in, and arose from, the study design.  
 
Research questions 
Within the previous chapter I provided the background to this study; this 
involved setting the scene for a study that views mental ill health as a 
historically-specific concept whose remit (and associated care) has evolved 
over time. I provided an overview of the literature pertaining to the seeking of 
KHOS DQG RXWOLQHG µWKH KHOS-VHHNLQJ SUREOHP¶ WKH SHUFHLYHG UROH RI OD\
understanding is also outlined. Within the section related to medicalisation, I 
GLVFXVVHGDUJXPHQWVSHUWDLQLQJWRKRZDQLQGLYLGXDO¶VFontext frames how they 
YLHZ DQG UHVSRQG WR GLVWUHVV LQ SDUWLFXODU WKDW D SHUVRQ¶V FRQWH[W VKDSHV DQ
LQGLYLGXDO¶VGHVLUH IRU DQG UHFHLSWRI DPHGLFDO UHVSRQVH WRPHQWDO GLVWUHVV
This assumption is one aspect that is under investigation ± to consider whether 
(and how) help-seeking is framed by its wider social context. This approach 
carries an implicit assumption that the behaviour of individuals in seeking help 
UHIOHFWVWKHIDFWWKDWKHOSLVDYDLODEOHDV'H6ZDDQ¶V(1990) argument suggests. 
One way of attempting to understand this notion of framing was by elucidating 
lay understanding in the area of mental health, and whether this played a role in 
help-seeking. This study sought to understand more about lay knowledge so 
that the impact of lay understanding is explored in relation to its content (and 
whether there are assumptions around the suitability and potential of mental 
80 
 
health care in providing relief from distress), and also in potentially 
illuminating lay referral networks that were discussed by Freidson (1970). 
Alongside this, the stories of help-seekers were sought, in order to find out 
what light they could shed on the help-seeking process over and above the 
relationship between help-seeking and lay understanding. The study sought to 
address these ideas through the following research questions: 
 
The overarching research questions are: 
According to the accounts of individuals, when and why do some people 
seek help from their GP when experiencing distress? What role does lay 
understanding play in this? 
 
This question draws from the above discussion of framing, and seeks to 
explore what expectations people have/had of care, and how this might feed 
into actual help-seeking. In addition, there is an intention to consider what 
factors might affect why some people seek help when others do not, as this is a 
significant issue in help-seeking research. This overarching research question is 
addressed by the following sub-questions: 
 
Research sub-question 1: 
+RZ GR OD\ SDUWLFLSDQWV FRQFHSWXDOLVH µPHQWDO KHDOWK¶ µPHQWDO LOOQHVV¶
DQGµGLVWUHVV¶" 
- :KDWGRSHRSOHWKLQNWKHWHUPVµPHQWDOKHDOWK¶DQGµPHQWDOLOOQHVV¶
apply to?  
- When might individuals label psychological or emotional distress in 
WHUPVRIµPHQWDOKHDOWKSUREOHPV¶" 
- Do individuals perceive a difference between 
psychological/emotional distress, and mental health problems? 
- What factors affect this categorisation or identification? What might 
help, or hinder, such classification? 
- What is the nature of mental health problems, according to 
participants? i.e. what might cause, or help, them? 
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- When might participants consider seeking care from a GP as 
opposed to other forms of help that could be provided to someone in 
distress? (i.e. when is formal help recommended / sought?) 
- What expectations are there of GP services in relation to this? 
 
Research sub-question 2: 
What reasons do recent help-seekers give for seeking help when they did?  
- In stories of help-seeking, what pathways have participants 
travelled towards care?  
- How did help seekers understand their distress, prior to seeking care?  
- What other types of help (if any) were sought, prior to consulting a 
GP? 
- What expectations do/did help-seekers have of care? What role did 
expectations play in their decision to seek care? 
- What expectations do/did people have of their GP? Are 
expectations well-aligned with the care that is available through a 
GP? 
- What accounts do individuals give for seeking help at the time that 
they did? What factors enable, or hinder, help-seeking? 
- Are current theories around help-seeking adequate to explain 
current patterns and processes? What can be learned by a study of 
recent help-VHHNHUV¶VWRULHV" 
 
Research sub-question 3: 
What is the nature of the relationship between lay understanding and 
help-seeking?  
- To what extent does lay understanding play a part help-seeking? 
How can this study advance theoretical understanding about the 
relationship between lay knowledge and help-seeking? 
- What understanding around mental health did help-seekers have 
prior to seeking help?  
- Are help-seekers guided by a certain understanding of their distress? 
And if so, how did they come to define their distress in such a way?  
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- ,VLWSRVVLEOHWRSHUFHLYHDµIUDPLQJ¶RILQGLYLGXDOV¶H[SHFWDWLRQVE\
current treatment of mental ill health? Is this driving the 
medicalisation of distress?  
 
These questions combine to provide an answer to the overarching research 
question from a very specific perspective i.e. one that seeks to explore whether 
help-seeking is driven by specific expectations of care, purposive action on the 
part of individuals in relation to how they interpret their own distress and also 
their own lay understanding. The different questions are not always neatly 
divided, and data from both groups contribute to the different research 
questions, to different degrees. Whilst each question is not necessarily neatly 
answered by one section of the data chapters, the chapters combine to provide 
insight in each of the question areas.  
 The questions draw upon the notion of framing that was outlined in the 
literature review; by understanding current treatment responses as contextually 
specific, some of the research sub-themes explore the interplay between current 
treatment responses and the beliefs that are held around these. In addition, the 
questions seek to provide insight with potential relevance to service provision 
in the following ways:  
- how well-matched are beliefs around care (and help available from 
a GP) with the care that is currently provided?  
- what barriers, or enabling factors, affect help-seeking, and might 
shed light on the current complexity in patterns of attendance in 
primary care? 
 
The study therefore addresses help-seeking on a conceptual level (i.e. considers 
the suitability of help-seeking models in understanding current patterns), but 
also seeks to explore expectations of care, and the process of applying the label 
RI µPHQWDOKHDOWK¶ WR DQ LQGLYLGXDO¶V H[SHULHQFH LQRUGHU WRXQGHUVWDQGPRUH
about how services are perceived and when they are viewed as appropriate by 
individuals.  
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Methodology and method 
As mentioned in the literature review, a study that sought to investigate 
lay understanding and help-seeking was particularly relevant given the high 
profile of mental health in current health policy. There is also an attempt within 
the literature to reconcile two conflicting pressures: what underlies increasing 
demand for mental health services, and how to address the clinical iceberg (Pill 
et al. 2001) that is said to exist. An investigation into the role of lay 
understanding, alongside greater insight into help-seeking as a process, was 
intended to shed light on factors that might increase demand, and also on 
potential differences between help-seekers and non-help-seekers (with the 
underlying assumption that lay understanding, or other factors, may be 
responsible for keeping some people out of medical care).  For this reason, the 
study sought to combine data from both the lay public (those who have not 
sought help via their GP) and recent help-seekers, to consider how lay 
understanding and the stories of recent help-seekers respectively might 
FRPELQH WR VKHG OLJKW RQ WKH DERYH $V PHQWLRQHG LQ FKDSWHU  WKH VWXG\¶V
epistemological position is interpretivist. Green and Thorogood (2009) point 
out the benefits of an interpretivist approach to health research; understanding 
SDWLHQWV¶ XVH RI VHUYLFHV DQG WKH PHDQLQJ WKDW WKH\ PDNH RI V\PSWRPV LQ
relation to their broader lives, can provide useful insight into how patients 
interact with (and comply with) care and suggesWHG WUHDWPHQWV 7KH VWXG\¶V
aims are therefore congruent with such an approach; I will now outline the 
suitability of qualitative methodology and provide a detailed account of the 
study design. 
 
The use of qualitative interviews 
When considering the most appropriate method for such a study, the 
following assertion from Silverman (2000) is appropriate:  
 
Of course, no research method is intrinsically better than any other; 
HYHU\WKLQJZLOOGHSHQGXSRQRQH¶VUHVHDUFKREMHFWLYHV(Silverman 2000, 
p.93) 
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The study sought to access lay understanding around the nature of mental 
health using the words and concepts of participants as much as possible. In 
addition, the study sought to access the stories of help-seekers: their 
motivations for and expectations around seeking help, what other resources had 
already been tried, and how they interpreted their distress along their journey. 
For this reason, qualitative interviews were selected for both groups; 
qualitative interviews provide the following benefits:  
x RSSRUWXQLW\WRH[SORUHHDFKSDUWLFLSDQW¶VYLHZVLQ-depth 
x flexibility to probe responses and follow unexpected strands of 
discussion 
x sufficient structure to address similar themes and/or areas of 
questioning amongst respondents within each group 
 
It was important to select a method that would allow the opportunity to access 
WKHQXDQFHVRISDUWLFLSDQWV¶UHVSRQVHVLQFOXGLQJWKHSURYLVLRQRILOOXVWUDWLRQV
and access to the unexpected; specifically, I did not wish to rule out the 
possibility of participants discussing issues that had not been thought pertinent 
when designing the schedule, or indeed had not been thought of at all. Whilst 
the project had an a priori question to consider, it was also exploratory in 
nature and the potential for the unexpected had to be built in to the research 
design. 
Recent work by Pescosolido (2011) advocates the use of mixed 
methods in help-seeking research, acknowledging that in order to understand 
WKH UDQJHRI IDFWRUV WKDW IHHG LQWR DSHUVRQ¶VKHOS-seeking, the methods used 
must provide access to analysis that takes place on a number of levels (from an 
LQGLYLGXDO¶V SHUFHSWLRQV WR WKHLU PDFUR DQG RUJDQLVDWLRQDO FRQWH[W 5HFHQW
research by Biddle et al. (2007) provided very useful insight into the utility of 
qualitative methods in the study of help-seeking. Central to this study, as with 
that of Biddle HW DO¶s, was the meaning that people make of their internal 
experiences, and the decision processes that they went through in coming to a 
decision to seek help. Qualitative methods are appropriate when attempting to 
access stories, in particular ones that are told XVLQJ DSHUVRQ¶VRZQ IUDPHRI
XQGHUVWDQGLQJ'XHWRWKHHPSKDVLVSODFHGRQLQGLYLGXDOV¶VWRULHVDVWKHFHQWUDO
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area of analysis, qualitative methods were deemed most appropriate to this 
element of the research. Quantitative methods have been usefully applied to the 
study of lay understanding (such as comparing attitudes between different 
groups within populations) as discussed in the literature review; the use of 
qualitative methods has been less common, with the work of Pill et al. (2001) 
the most notable qualitative work in the UK relating to lay understanding in the 
area of mental health, with more recent work of Sisley et al. (2011) and Brown 
et al. (2011) contributing to this area. Whilst the existing body of knowledge 
provides some insight into lay understanding, it falls short of being able to 
describe understanding in any length, what form it may take and if and how it 
is operationalised; therefore the potential for exploration is needed. 
Furthermore, the bulk of research into lay understanding takes place outside of 
the UK, with a focus on China (through the work of Furnham), Germany 
(through the work of Angermeyer and Matschinger) and Australia (through the 
work of Jorm) and so may be limited in its applicability to a UK healthcare 
context. There is little qualitative research into lay understanding and help-
seeking (and in particular within the UK), and whilst a paucity of research 
using a specific method is not necessarily a suitable justification for selection 
of methods alone, this is nonetheless a useful outcome of its selection.  
Focus groups were considered however these were not chosen as the 
DLP ZDV WR JDUQHU LQGLYLGXDOV¶ LQ-depth understanding, in order to then 
consider what type of conclusions could be drawn from a variety of different, 
in-depth views. Focus groups do not provide the environment to pursue each 
LQGLYLGXDO¶V XQGHUVWDQGLQJV LQ SDUWLFXODU GHSWK EXW UDWKHU WR DOORZ D JURXS
discussion to emerge; one criticism of this method is that following this more 
FROODERUDWLYH DSSURDFK LQGLYLGXDO GHYLDWLRQ IURP WKH JURXS¶V HPHUJHQW
discussion) might not be voiced. A semi-structured interview was selected to 
allow for the following of a loose thematic structure, with the potential for 
probing and emergence of themes that had not been previously expected by the 
interviewer. The label of semi-structured is loosely applied, and a different 
label of depth interviewing (Booth and Booth 1994) or focused interview  
(May 2001) could also be applied to the interviews with help-seekers in 
particular, because a part of those interviews involved following biographies of 
those participants; what is important to note is that each interview was intended 
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to have a topic guide so that specific themes were discussed in each, but with 
the flexibility to access views in depth, and pursue additional strands of interest 
if they emerge. My interviewing technique was influenced by Holstein and 
*XEULXP¶V(1995) description of the active interview. They view interview data 
as co-constructed and that an interviewer should see their role as facilitating in 
this construction, and DFWLYHO\ VHHNLQJ RXW QXDQFHV RI SDUWLFLSDQWV¶ EHOLHIV
Holstein and Gubrium provide the following description:  
 
Our active conception of the interview ... invests the subject with a 
substantial repertoire of interpretive methods and stock of experiential 
materials. The active interview eschews the image of the vessel waiting 
WR EH WDSSHG LQ IDYRU RI WKH QRWLRQ WKDW WKH VXEMHFW¶V LQWHUSUHWLYH
FDSDELOLWLHVPXVWEHDFWLYDWHGVWLPXODWHGDQGFXOWLYDWHG«>LQWHUYLHZHUV@
converse with respondents in such a way that alternate considerations are 
brought into play. They may suggest orientations to, and linkages 
EHWZHHQGLYHUVHDVSHFWVRIUHVSRQGHQWV¶H[SHULHQFHDGXPEUDWLQJ± even 
inviting ± interpretations that make use of particular resources, 
connections and outlook. Interviewers may explore incompletely 
articulated aspects of experience, encouraging respondents to develop 
topics in ways relevant to their own experience. The objective is not to 
dictate interpretation but to provide an environment conducive to the 
production of the range and complexity of meanings that address relevant 
issues, and not be confined by predetermined agendas. (Holstein and 
Gubrium 1995, p.17) 
 
Use of this approach in interviews proved successful in accessing additional 
depth from participants; I chose to probe by asking follow-up questions, 
seeking to find out the boundaries of opinions (i.e. when do they not apply; 
what are the caveats of these opinions) and inviting the participant to provide 
background and reasoning to their opinions as well as examples of their 
application. Seeking out the boundaries of opinions helped to uncover and 
explore any contradictions, as well as trying to understand more about the 
background of where their opinions might come from, but was not without 
consequence. For some, when discussing hypothetical scenarios, exploration in 
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depth was not always appropriate as participants expressed the intangibility of 
predicting potential reasoning; for some, this was not a problem, but for others 
it was not necessarily fruitful to follow (in-depth) paths of thought based upon 
hypothetical scenarios. In addition, there is the potential danger of leading 
participants towards an answer by significantly shaping the line of questioning. 
I attempted to avoid this by repeating what participants had said, as opposed to 
offering new paths of discussion, and this would often yield continuing 
discussion. At the point of analysis, concern around the possibility of leading 
questions was borne in mind when considering emergent themes, and careful 
attention was paid to the emergence of themes by examining scripts for any 
questions that may have led a participant to that response. Use of this active 
technique resulted in participants recalling specific experiences that provided 
illustration of their opinions, some indication of why they might hold the views 
they do (that is, some indication of its origin), and also how they felt about 
those particular experiences (and the people involved). Some participants did 
voice opinions that were derogatory to others in certain ways; this was 
somewhat surprising given frequently-voiced concerns that participants are 
likely to say things they believe the interviewer wants to hear (Radley and 
Billig 1996), and may suggest that participants felt comfortable expressing 
µSULYDWHDFFRXQWV¶(Radley and Billig 1996).  
There are of course limitations arising from the use of semi-structured 
interviews, and these must be considered. Firstly, there is little or no 
opportunity to test opinions over time, with participant validation being a 
limited opportunity to test this; indeed, Blaxter (2010) has pointed out that 
understanding around health changes over time and so what participants 
expressed in their interviews represents their understanding at a particular point 
in time. There was little opportunity to build relationships over time, although 
all interviews represented the outcome of multiple contacts between 
interviewer and participant; however some participants (notably within the 
group of help-seekers who were relaying their help-seeking experiences) 
H[SUHVVHGWKDWWKHUHZDVOLWWOHSRLQWLQWDNLQJSDUWLIWKH\ZHUHQ¶WDFtually going 
to be honest and open. Radley and Billig (1996) point out that stories about 
health and illness can be viewed as accounts and should therefore be viewed as 
not just the telling of events as they happened, but as also serving a wider 
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SXUSRVHRISURYLGLQJWKHWHOOHUZLWKVRPHIRUPRIµVRFLDOILWQHVV¶(Radley and 
Billig 1996, p.220). However it should not be assumed that the entire account 
serves the purpose of conveying social fitness. Whilst these accounts are 
constructed and serve purposes of telling, they also convey the sense-making 
that has taken place within the individual that provides coherence to their story; 
they convey participaQWV¶ SHUVSHFWLYHV RQ ZKDW KDV KDSSHQHG DQG ZK\ 7KH\
are likely to be a combination RI ERWK WKH µSULYDWH¶ DQG µSXEOLF¶ DFFRXQWV
(Radley and Billig 1996, p.232) that Radley and Billig describe based upon 
&RUQZHOO¶VGLVWLQFWLRQRISXEOLFDFFRXQWVWKDWWKHVSHDNHUEHOLHYHVZLOO
be acceptable to the listener, and private accounts that the speaker gives to 
people they believe to be similar to them in some way ± someone with whom 
they share terminology and assumptions. Williams and Calnan (1996) provide 
DQDOWHUQDWLYHWHUPLQRORJ\RIµRUWKRGR[¶DQGµXQRUWKRGR[¶accounts, the main 
GLIIHUHQFHEHLQJ WKHµSUHVHQFHRIPHGLFDO OHJLWLPDWLRQ¶ (Williams and Calnan 
1996, p.52) in the orthodox accounts, and its absence in the unorthodox 
DFFRXQWV DORQJ ZLWK WKH SUHVHQFH RI µVHOI-OHJLWLPDWLRQ¶ 3DUWLFLSDQWV VSRNH
openly about the shortfalls of GPs, and their own role in assessing the advice 
given i.e. that they may choose to follow advice or discount it, similar to the 
µXQRUWKRGR[¶DFFRXQWVRI:LOOLDPVDQG&DOQDQ (1996). The accounts given in 
this study convey accounts of social fitness and of more private stories; of 
medical legitimation and disagreement with medicine and self-legitimation. 
These accounts are therefore viewed as containing complexity that is not easily 
UHGXFLEOH WR µSULYDWH¶ RU µSXEOLF¶ EXW UDWKHU FRQYH\V D complex mix that 
includes aspects of sense-making and seeking to be accepted. The expression 
of pejorative views (mentioned above) by some individuals indicates a level of 
private accounts as opposed to seeking to be accepted. Whilst it is important to 
bear in mind that participants may seek to be accepted in some way, it is also 
important to view the stories as they are told, that is, they are conveying the 
sense that these experiences make to the individual.    
 
Research design 
 The fundamental aims of this research are: to examine lay 
understanding; to find out more about the relationship between lay 
understanding and help-seeking; and to use the stories of recent help-seekers to 
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shed light onto help-seeking more generally. In developing a research design, I 
considered the following crucial factors:  
x speaking only to people who have sought help might elicit accounts that 
have been mediated by professionals; there was therefore a need to 
include lay public who had never sought helpWRLQFUHDVHWKHµODLW\¶RI
DFFRXQWV WKH VHFWLRQ RQ µODLW\¶ LQ WKH OLWHUDWXUH UHYLHZ SURYLGHV WKH
rationale for this)  
x speaking only to help-seekers would exclude people who have never 
sought help from a GP (but may have needed it); by including lay 
public, there is the possibility that some non-help-seekers might be 
included 
x including people who have recently sought help is the most likely way 
to access stories of help-seeking, and to understand some of why it took 
place, when it did, in the way that it did  
x if two distinct groups were recruited, it may be possible to make 
comparisons between them, in different ways: their lay beliefs, their 
attitudes towards help-seeking, and whether there were differences 
other than the experience of distress 
 
The recruitment of two specific groups allowed for exploration of themes 
within each group (for example, the causes of mental ill health to lay 
participants), across the groups (for example, what type of help individuals 
would like in the event of distress) and comparison between the two groups (for 
example, hypothetical help-seeking compared to actual). There were some 
necessary differences between the two interview schedules to allow for 
discussion of help-VHHNHUV¶VWRULHVKRZHYHUWKHUHZHUHDOVRDUHDVRIVLPLODUity 
to allow some comparison between the two groups.  
In order to identify help-seekers, the action of seeking help for some 
form of distress, via a GP, would be the trigger; specifically, GPs were asked to 
pass recruitment information to people seeking help for the first time (the 
rationale behind this being that repeated help-seeking is likely to be framed by 
the experience of historical help-seeking, as was proven correct when some 
longer-term help-seekers were recruited). Not all help-seekers were new to 
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seeking help, and three participants were recruited who had long histories of 
help-seeking; for two of these participants ± recruited via their GP ± this had 
not been made clear to me prior to interview, and their histories only became 
apparent once the interview process had begun. Their stories were nonetheless 
useful in accessing different aspects of the help-seeking process and this is 
discussed more in chapter 5; their inclusion in the analysis was done so with 
their longer-term help-seeker status in mind. In order to select the lay public, 
the only specific requirement is that they did not identify themselves as having 
sought help for psychological or emotional distress from their GP. The nuances 
of these two categories were less clear-cut than anticipated, as I will discuss in 
the section on recruitment, below.  
It should be noted that the study design was initially intended to include 
the views of GPs regarding meeting the needs of help-seekers. However, due to 
difficulty recruiting GPs, and practical consideration relating to the 
achievability of the study, this aspect of the study was not pursued; whilst it 
would potentially provide useful insight from a GP perspective, this aspect of 
the study was viewed as not wholly germane to the journey that help-seekers 
experienced prior to entering care. Rather, it was most relevant once help-
VHHNHUVKDGUHDFKHGFDUHWKXVLWZDVQRWFHQWUDOWRWKHVWXG\¶VPDLQDLPV7ZR
GPs were interviewed before this decision was taken. One of their interviews is 
referred to in chapter 6 confirming data regarding the expectations of patients, 
from the help-VHHNHUV¶ SHUVSHFWLYH +RZHYHU WKLV DVSHFW RI WKH VWXG\ LV
otherwise excluded from the write-up, as it was not pursued past its initial 
stages. 
Before addressing the implementation of the study in any more depth, it 
is important to provide a definition of the terms used, so that the boundaries of 
the study are more clearly defined; I will now provide a brief outline of the 
specific definitions used in the study:  
 
Psychological or emotional distress: 
According to Busfield (2011) WKH WHUP µGLVWUHVV¶ ZKHWKHU GHVFULEHG DV
µSV\FKRORJLFDO¶RUµHPRWLRQDO¶FRQQRWHVµ6XEMHFWLYHH[SHULHQFHRIVRrrow and 
PLVHU\ ZLWKRXW DQ\ QHFHVVDU\ LPSOLFDWLRQ RI SDWKRORJ\¶  (p.15). She also 
VXJJHVWV WKDW WKHXVHRI µHPRWLRQDOGLVWUHVV¶ LVPore closely aligned with lay 
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terminology, and that the term may also be broadened to include pain and 
pressure. The use of this term was intended to give a counterpoint to the more 
IRUPDOWHUPLQRORJ\RIµPHQWDOKHDOWKSUREOHP¶DQGWRGLVFXVVZKHQDQGKRZ
GLVWUHVVPLJKWFRPHWREHYLHZHGZLWKLQWKHSDUDGLJPRIµPHQWDOKHDOWK¶LILW
GRHVVRDWDOO$V%XVILHOGVXJJHVWVWKHWHUPµGLVWUHVV¶LVQRWLWVHOIV\QRQ\PRXV
with pathology, however it may come to be viewed as pathological either by 
individuals, GPs or both.  
 
Help-seeking 
The act of seeking help for the purposes of this study is rather tightly defined 
as attending a consultation with a GP (as this is the process under study). For 
reasons discussed in the literature review arising from the work of Pescosolido 
(1998)LWPXVWEHFRQFHGHGWKDWWKLVDFWPD\QRWQHFHVVDULO\EHµUDWLRQDO¶WKDW
is to say, it may be haphazard, or the result of coercion as opposed to deliberate 
and purposeful help-seeking. Seeking help from a GP is likely to form part of a 
wider array of decisions and acts, and the study seeks to understand help-
seeking from a GP within these broader processes; however, when classed as a 
µKHOS-VHHNHU¶ZLWKLQWKHVWXG\DSDUWicipant is someone who has been classed 
as having sought help from their GP specifically. 
 
Common mental health problems 
From a policy perspective, common mental health problems are defined as:  
 
including depression, generalised anxiety disorder (GAD), panic disorder, 
phobias, social anxiety disorder, obsessive-compulsive disorder (OCD) 
and post-traumatic stress disorder (PTSD) ... Groups not covered include 
adults with subthreshold mixed anxiety and depression, adults with 
psychotic and related disorders (including schizophrenia and bipolar 
disorder), those for whom drug and alcohol misuse are the primary 
problem, those with eating disorders, and children and people younger 
than 18 years. (NICE 2011a, pp13-14)  
 
Common mental health problems comprise a significant level of demand 
ZLWKLQSULPDU\FDUH,KDYHDOUHDG\DGGUHVVHGWKHVWXG\¶VRQWRORJLFDOSRVLWLRn 
92 
 
LQUHODWLRQWRWKHµUHDOLW\¶RIPHQWDOLOOQHVVDQGWDNHWKHDSSURDFKDGYRFDWHGE\
Busfield (2011) ± that there may be an underlying category of definable 
µLOOQHVVHV¶ KRZHYHU WKH ERXQGDULHV RI ZKDW LV FXUUHQWO\ YLHZHG DV PHQWDO LOO
health should be retrenched; common mental health problems represent a 
potential terrain for such retrenchment. In additiRQ WKH VWXG\¶V IRFXV RQ
µIUDPLQJ¶LVPRUHDSSURSULDWHO\DOLJQHGZLWKZKDW'H6ZDDQ(1990) discussed 
DVEHLQJµWURXEOHV¶UHLQWHUSUHWHGLQDGLIIHUHQWZD\:KLOVWWKLVDSSURDFKFRXOG
EHDSSOLHGWRDJUHDWHUDUHDWKDQµFRPPRQPHQWDOKHDOWKSUREOHPV¶WKHVWXG\
sought to address problems that are considered less severe, for the following 
reasons:  
x the prevalence of common mental health disorders 
x WKH LQKHUHQW SRWHQWLDO IRU µUHIUDPLQJ¶ ZKLOVW GHEDWHV DURXQG
medicalisation can be applied to a greater range of disorders than those 
FODVVHG DV µFRPPRQ PHQWDO KHDOWK GLVRUGHUV¶ WKH GHEDWH DURXQG
PHGLFDOLVDWLRQPRVWFORVHO\IRFXVHVXSRQSUREOHPVWKDWDUHOHVVµVHYHUH¶
and therefore more open to alternative explanations. This is particularly 
well-DOLJQHGZLWK%XVILHOG¶V(2011) description of distress given above  
x whilst there are numerous inconsistencies within help-seeking patterns, 
the potential for over-help-seeking (that is, what Horwitz (1996) 
GHVFULEHGDVµORZ QHHG¶\HWµKLJKSUHYDOHQFH¶LVPRVWFORVHO\UHODWHGWR
SUREOHPV WKDWDUH OHVV µVHYHUH¶DQG WKXV WKLV LV DQDUHDRIFRPSOH[LW\
with the potential for useful insight 
 
The study therefore focuses upon people whose experience falls within the 
UHPLWRIµFRPPRQPHQWDOKHDOWKGLVRUGHUV¶FRQFHGLQJWKDWWKHUHDUHRWKHUDUHDV
of care that are potentially fruitful as alternative areas of study. 
 
Analysis 
Analysis of data was carried out using two different processes (or tools) 
drawn from the process of grounded theory; I applied thematic coding, and the 
process of analytic induction. They are not mutually exclusive but are related 
to some extent, and I will discuss them in more detail below, after a description 
of the rationale informing the use of these two tools.  
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The two tools selected, thematic coding and analytic induction, were 
chosen in order to arrive at a point where any theory is reflected in, and 
ultimately grounded in, the data. Grounded theory itself was not suitable as a 
label for the process chosen, as I started with an a priori theory (that help-
seeking might be framed by the services in place to deal with mental health 
difficulties; that lay understanding played a role in this). I will now provide 
some distinction as to how I have drawn from, but not applied, grounded 
theory. Grounded theory is a term that can simultaneously be applied to both a 
type of theory and also a process (Charmaz 2006). As a type of theory, it 
applies to theory that has been generated inductively, is grounded in data and 
has been verified against the data in a process of iterative feedback from data to 
theory and back again, through adherence to grounded theory process. 
Grounded theory is also used to describe a process of theory generation that 
contains certain steps, leading to the generation of such theory as described 
above. Grounded theory, as a process, can be flexible and can be tailored 
towards the needs and skills of a researcher (Charmaz 2006, Strauss and 
Corbin 1998). Grounded theory process can be adapted as a research project 
unfolds and Strauss & Corbin (1998) usefully point to such flexibility:  
 
We emphasise strongly that techniques and procedures, however 
necessary, are only a means to an end. They are not meant to be used 
rigidly in a step by step fashion. (Strauss and Corbin 1998, p.14).   
 
The fundamental principles of  grounded theory (particularly the process of 
analytic induction, which is described in more detail below) can therefore be 
adapted and tailored towards the needs of a specific research project, and can 
be used in part or in whole depending upon the decisions of the researcher in 
relation to the wider project. However Bryman (2004) points to the need to be 
clear about the use of grounded theory; whether it is being used in its entirety 
in one form or another (i.e. Glaserian Grounded Theory) or whether only 
specific tools of grounded theory are being employed, and so I will now 
elaborate on my use of it. I have employed the following tools of grounded 
theory process: 
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x Data collection and analysis took place simultaneously as the project 
progressed 
x Data was transcribed and coded, on an ongoing basis, so that ideas/codes 
can be compared with subsequent interviews using the constant 
comparative method (Charmaz 2006, Silverman 2006)  
x Codes were considered, compared and combined to find overarching 
themes, and/or more abstracted categories  
x Negative case analysis (the inclusion of deviant cases (Green and 
Thorogood 2009)) was used 
 
Whilst I used some of the tools of grounded theory in order to carry out the 
analysis, I did not follow grounded theory as a complete process, for the 
following two reasons: 
x I had already conducted a literature review 
x I approached the collection of data with specific research questions 
 
For this reason, I do not claim to have used grounded theory, only tools that 
form a part of it. In relation to the part of research that was addressing an a 
priori theory ± specifically, that relating to the relationship between lay 
understanding and help-seeking ± analytic induction is a more appropriate 
description of the overall process of analysis. Such analysis fits in with the 
existence of specific research questions and a degree of theoretical framing. 
For the exploratory aspect of analysis, thematic coding, as described by Green 
and Thorogood (2009) was used.  
$QDO\WLF LQGXFWLRQ LVDSURFHVV WKDWGLIIHUV IURPµJURXQGHG WKHRU\¶DVD
process, as analytic induction is used in cases where a researcher has some 
prior thHRU\RUDVVXPSWLRQWRµWHVW¶,WFDQEHVXPPDULVHGXVLQJWKHIROORZLQJ
set of stages:  
x A rough, hypothetical, explanation for a phenomenon is created  
x Cases are studied with this hypothesis in mind, and assessed as to 
whether they fit with the hypothesis 
x If the hypothesis does not fit, it is reformulated to include the case, or 
the phenomena is redefined to exclude the case that did not fit 
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x New cases are sought to test (or disprove) the new hypothesis 
x 7KLVSURFHVVFRQWLQXHVXQWLODK\SRWKHVLVRUµWKHRU\¶UHIOHFWVDOOWKH
cases, and there are no negative cases  
(Shaw 2000, p.22) 
 
$QDO\WLF LQGXFWLRQ LQYROYHV WKH VDPH LWHUDWLYH µIHHGEDFN¶ EHWZHHQ GDWD DQG
theory as described in grounded theory (indeed the logic of analytic induction 
was elaborated and operationalised in grounded theory (Murphy et al., 1998)), 
but does not require the absence of a prior hypothesis. Essentially, the process 
describes the iterative feedback between data and theory.    
 Having described two tools that were used in the process of analysis, I 
approached my data in two different ways, to obtain my findings:  
x The first involved testing my prior hypothesis linking lay beliefs and 
help-seeking ± using the process of analytic induction 
x The second involved coding and abstracting the data to consider 
additional themes that emerged (aside from the prior hypotheses) so that 
unexpected themes may also emerge, attending to the exploratory nature 
of the research 
 
As with grounded theory, analytic induction can be modified to the needs of a 
UHVHDUFKHUDQG,DSSOLHGWKHµORJLF¶ of analytic induction (Murphy et al. 1998) 
to this project, recognising that such logic is frequently employed in qualitative 
health research on account of its conceptual rigour in the generation of theory 
whose limits and generalisability are explored as part of its conception 
(Murphy et al., 1998).  I applied the following processes in order to inductively 
JHQHUDWHWKHRU\WKDWLVµJURXQGHG¶LQGDta (Silverman, 2006): iterative feedback 
between data and emergent theory, constant comparison and negative case 
analysis. I had initially intended to use theoretical sampling, but due to low 
recruitment this was not a possibility. This is discussed in more detail below.  
The use of tools of grounded theory alongside the process of analytic 
LQGXFWLRQLVDQDSSURSULDWHµPHWKRGPRGLILFDWLRQ¶*UELFKDQG*UELFK
(2007) supports the creative application of methods to specific research 
questions. Methods should be adapted to meet the needs and skills of 
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researchers (Strauss and Corbin 1998). Such methods, and the subsequent 
DQDO\VLVWKDWLVµJURXQGHG¶LQTXDOLWDWLYHGDWDFDQSURYLGHXVHIXOHYLGHQFHIRU
health policy and related research (Dingwall et al. 1998).    
µ3DUWLFLSDQW YDOLGDWLRQ¶ ZDV FDUULHG RXW ZKHUHE\ VWXG\ SDUWLFLSDQWV
were contacted after the analysis stage, to potentially take part in a second 
meeting. The second meeting involved relaying the study findings to 
participants and receiving comments upon whether they felt the findings 
reflected their own experience, and whether they had any additional comments. 
This created the opportunity to check the analysis against the opinions of 
respondents, and also to present any additional questions that had arisen from 
the analysis (one such question is discussed in chapter 6). I did not carry out 
participant validation with members of the lay group, as there had been no new 
emergent themes in the later interviews, and I had already had the opportunity 
to test emergent themes with the later participants; I therefore felt that 
participant validation was not necessary for the lay group. Participant 
validation was therefore only carried out with participants from the help-
seeking group, for whom the heterogeneity of experiences had meant there 
ZHUHVRPHGLIILFXOWLHVLQILQGLQJµXQLI\LQJ¶WKHPHV3DUWLFLSDQWYDOLGDWLRQZDV
therefore a useful opportunity to test the emergent themes. There was no 
disagreement with findings, and participants elaborated upon, and agreed with, 
the findings that related to them.   
 
Implementation of research design 
 The implementation of the project (and the practical matters that arose) 
not only impacted upon the data that was subsequently collected (this will be 
discussed on an ongoing basis) but also led to interesting observations that fed 
into a more nuanced understanding of the research topic itself. The following 
section addresses the fine detail of the research design relating to recruitment, 
so that deviation from design can be considered alongside the original aims. It 
should be noted that the recruitment of lay public began earlier than the 
recruitment of patients, as I was able to start the sampling process and also 
prepare the mailshot whilst waiting for NHS ethical clearance. It should also be 
noted that all participants were paid £15 for taking part in an interview (to be 
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given to them at the start of the interview). This is discussed in more detail in 
the section on ethics below.    
  
The recruitment process      
µ%OXUUHGERXQGDULHV¶WKHXQFOHDUERXQGDU\EHWZHHQKHOS-seekers and the lay 
participants 
Recruitment of participants took place in two different ways, depending 
upon the group that was being targeted for recruitment. A number of mailshots 
(leaflets advertising the study, see Appendix 1) were sent out in order to recruit 
members from the general public, for the lay group (this process is discussed in 
more detail below). However, it became clear upon interview that some 
participants had indeed sought help to some extent, so recruitment did not take 
place across clear-cut boundaries and two people recruited through mailshot 
were subsequently categorised as help-seekers. Further than simply needing to 
µUHFODVVLI\¶ WZR SDUWLFLSDQWV KRZHYHU LW EHFDPH FOHDU WKDW WKH ERXQGaries 
between lay and help-seeker participants are rather blurred. Even though 
seeking help from a GP is the specific event that denotes whether someone 
falls into the help-seeking category (for the purposes of this study), the line is 
not as clear as it might initially appear; within the non help-seeking category I 
interviewed participants who:  
x had been distressed and sought help for physical accompaniments such 
as insomnia, in full knowledge of their own distress (but had not sought 
help for distress itself) 
x had accessed counselling services through channels that were not 
UHODWHG WR WKHLU *3 LQ WKLV LQVWDQFH WKHLU ODEHOOLQJ DV µOD\¶ UHPDLQHG
correct based upon the specific interpretation of help-seeking used, 
however there has nonetheless been conscious seeking of help related to 
distress, through a different avenue 
x had been to see their GP at a time of distress, related to their distress, 
but did not categorise this as seeking help for psychological distress 
because their distress was related to bereavement.  
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This range of examples usefully demonstrates some of the complexity 
surrounding help-seeking; it also demonstrates that when categorising for the 
purposes of research, participants do not necessarily fit neatly into research 
categories (of course, there is an element of arbitrariness to any categorisation). 
This is therefore a useful illustration of the complexity of presentations facing 
primary care. In addition, the reasons participants articulated for not seeing 
themselves as having sought help, provides further insight into the nature, and 
implications, of help-seeking. There was also great diversity within the help-
seeking category (this is discussed in more depth in chapter 6, where I discuss 
the differing reasons why participants might seek help and whether 
µH[SHFWDWLRQV¶LVDXVHIXOZD\LQZKLFKWRFDWHJRULVHKHOS-VHHNHUV¶PRWLYDWLRQV
However, not all participants had sought help for the first time, and this did not 
fit the original target profile. These interviews nonetheless went ahead (indeed, 
disclosure of their previous help-seeker status usually took place during the 
interview) and so this matter was considered after the fact of interview. 
Ultimately, their transcripts were included in the analysis as they provided 
great insight into the help-seeking process nonetheless, and this is discussed in 
the appropriate sections of analysis. Whilst there was interesting data that could 
not be relevant to this study (such as experienced help-seeking that may fit 
ZLWKLQ D IUDPHZRUN RI µFRQVXPHULVP¶ there was also pertinent insight into 
patterns of non-help seeking, and historical avoidance of seeking help that 
could be compared to the experience of recent help-seekers. So, whilst this 
deviated from the original research design, the deviation proved to be useful 
and of relevance.  
 
5HFUXLWPHQWRIµOD\¶SXEOLFWKHSURFHVVDQGDGLVFXVVLRQRIµODLW\¶ 
1. Sampling 
As mentioned above, recruitment was carried out via mailshot. A leaflet 
(see Appendix 1) was sent out to houses that were spread across the area of 
Nottingham City. The research question was not based around a specific target 
demography, or group of people identified other than non-help-seeking status. 
The intention was to recruit a larger number, and once interviews and analysis 
were underway, subsequently use theoretical sampling to follow themes as they 
might emerge. Initially, therefore, I had no prior intention to target participants 
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with specific demographic profiles, and instead chose a spread of potential 
respondents with different socio-demographic profiles. Having said there was 
no targeting, it was necessary to ensure that there must be at least some homes 
targeted in more deprived areas as epidemiological data indicates that mental 
health difficulties are more prevalent in areas of deprivation than in areas of 
affluence. Areas of affluence were not excluded, as the intention was to access 
a range of participants in order to explore the research questions amongst 
contrasting participants (at least initially). In order to include areas of 
deprivation, and indeed to identify a spread of areas based upon some measure 
of deprivation, I selected The Indices of Deprivation 2007 (ID 2007), a study 
that provides comparative local data within a region, and also against national 
data.  
Nottingham City is divided into twenty electoral wards. ID2007 
provides data that breaks down each of these electoral wards into Super Output 
Areas (SOAs), which are geographical areas that constitute around 800 
households each and so are comparable in size for the purposes of ID2007. The 
index ranks each SOA (and there are 176 in Nottingham City, spread over the 
twenty wards) from highest (i.e. the most affluent SOA) to lowest (the most 
deprived SOA) within Nottingham. These rankings are also compared to 
national data as mentioned above, using combined rankings in seven different 
domains (that is, different measures of deprivation such as income, 
employment and barriers to housing (ID 2007)) to provide the Index of 
Multiple Deprivation 2007 (which is given within ID2007, referred to as 
IMD2007). Through this, local data can be placed within a national context, 
and in relation to an overall score of deprivation ± one that takes into account 
deprivation in multiple ways, as opposed to sole criteria such as barriers to 
housing or crime. To place the city in its national context, the following data is 
provided by ID2007:  
x In the IMD, the overall measure of deprivation, 56 of the 176 City 
Super Output Areas (SOAs) are amongst the 10% most deprived in 
the country. 106 are in the worst 20%.  
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x The lowest ranking SOA in the City is in Aspley, which ranks 36th 
nationally out of 32,482, and is the only City SOA ranking in the 
worst 200 SOAs in the country.  
x No SOAs in the City rank in the 20% least deprived in the country  
(ID 2007, p.3) 
 
In order to obtain a spread in deprivation across this ranked list, I selected 
every fifth SOA for inclusion (that is, every SOA whose ranking ended with 
either a five or a zero), with slight adjustment to ensure that each ward had at 
least one SOA targeted. In total, 37 SOAs were selected for recruitment. It is 
important to acknowledge that use of any index has implications for the data 
selected; whilst it would be prudent to interrogate the scoring system applied to 
these domains (indeed the domains used), and associated implications, the 
index was used solely for the purpose of selecting homes that vary in their level 
of deprivation, so that I could select a diverse range in terms of recruitment. I 
therefore did not engage in an in-depth interrogation of the nuances of this 
index, accepting that its reliability is open to challenge; however, for the 
purposes of selecting a spread of homes, it will suffice.    
Having selected the SOAs, I chose three streets from each SOA, and 
located each street on a map, attempting where possible to choose roads that 
were in different parts of the SOA, and also of different length/type (such as a 
cul-de-VDFDQGDODUJHFRQQHFWLQJµPDLQ¶URDG+DYLng selected three roads in 
each SOA I then sent an invitation to houses numbered 5 and 10 (two houses 
on each street). This amounted to 222 houses to be targeted in each full 
mailshot (37 SOAs, each with 3 streets, each street with 2 houses). When I 
came to repeat subsequent mailshots, I used the same roads selected, but chose 
houses numbered 1 and 15 instead. (This was done to avoid using large house 
numbers as many roads do not have large numbers of houses). Notably, this 
strategy does leave out blocks of flats, which is a potential weakness in the 
selection strategy, although the study does still specifically include the most 
deprived areas of Nottingham.  
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2. Responses to the mailshot 
Mailshots were sent out in batches of roughly 100, with two rounds of 
mailshots encompassing the full 222 houses. Each envelope that was sent out 
contained a study leaflet (Appendix 1), and expression of interest (EOI) form 
(see Appendix 2) and a prepaid envelope. Initially, in the first mailshot, each 
envelope was addressed tRµ7KH2FFXSLHU¶DQGKDGDVWLFNHULQWKHWRSOHIWKDQG
FRUQHU VWDWLQJ µ<RXU LQYLWDWLRQ WR WDNH SDUW LQ ORFDO XQLYHUVLW\ UHVHDUFK¶ DQG
was sent 2nd class. The first mailshot was sent on a week day, and there were 
no responses received. I reviewed my strategy, by chance, upon noticing my 
own habits with unsolicited mail, and decided to send out the second mailshot 
so that it arrived on a Saturday, given that I (and therefore possibly others) had 
more time to spend opening unsolicited ± but possibly interesting ± mail that 
would not usually be opened upon returning from work on a weekday. I also 
FKDQJHG WKH VWLFNHU WR UHDG µ<RXU LQYLWDWLRQ WR WDNH SDUW in University of 
1RWWLQJKDPUHVHDUFK¶DQGSRVVLEO\FUXFLDOO\VWDPSHGHDFK OHWWHU µ)LUVW&ODVV
0DLO¶ MXVW DERYH WKLV VWLFNHU $ VHFRQG PDLOVKRW ZDV VHQW RXW ZLWK WKHVH
adjustments, and I received five responses. One of these was through snowball 
sampling. In total, seven mailshots were sent out, of around 100. One other 
mailshot received no responses; this may have been due to more people than 
usual being on holiday at the time of its sending, which was during the summer 
holiday period. Sixteen expressions of interest were received through this 
method (including the one person who was recruited via snowball sampling). 
Thirteen participants proceeded to interview; two respondents lost interest in 
the study and one respondent was deemed (by his GP) to be too emotionally 
IUDJLOHWRWDNHSDUWQRUPDOO\WKLVSHUVRQ¶V*3ZRXOGQRWKDYHEHHQFRQWDFWHG
however he had recently (within one week of receipt of the recruitment 
materials) been diagnosed as depressed related to significant health problems 
and had not soughW KHOS KLPVHOI 7KLV SHUVRQ¶V SRWHQWLDO UHFUXLWPHQW LV
discussed more in the ethics section below.  
Assuming approximately 766 envelopes were sent out in total, there 
was an overall response rate of 2% over all the mailshots, however if I remove 
the initial mailshot that arrived on a weekday, then this is increased to 2.5% 
(assuming 16 responses over approximately 650 envelopes). There was 
significant variety between mailshots, with the second notably generating five 
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responses (so, a rate in the region of 5.4%), which I attribute to being sent at 
differing times of the year, including summer holidays and bank holiday 
weekends.  
 
3. Recruitment process following receipt of mailshot 
The following flowchart shows the recruitment process that occurred when an 
interested party received, and responded to, the mailshot. The expression of 
interest form (EOI) and Participant Information Sheet (PIS) can be found in 
appendices 2 and 3 respectively.  
 
 
       
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Mailshot sent to house 
Expression of interest 
form received 
Telephone call to person to:  
x inform them that a PIS is being posted  
x arrange a time to call again and discuss it  
x answer any initial questions 
Post PIS  
Telephone call to person to:  
x answer any questions  
x ascertain that they understand what the research is about, and 
what is required of them 
x discuss practicalities of interview (i.e. conversational style) 
x  confirm if happy to take part  
x arrange date/time/venue for interview 
Post letter confirming interview time/date/venue  
Interview 
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The telephone calls served as an opportunity for me to answer 
SDUWLFLSDQWV¶ TXHVWLRQV DV SDUW RI HQVXULQJ LQIRUPHG FRQVHQW DV ZHOO DV DQ
opportunity to familiarise myself with participants and start building a research 
relationship. Occasionally participants preferred text contact or letters, and this 
process was adapted as each research relationship unfolded (ensuring that at 
least one telephone call was held, for the opportunity to answer questions). The 
same can be said of the process described in recruiting help-seekers below.  
 
Recruitment of help-seekers, and their gatekeepers  
1. Recruitment of GPs 
 Recruitment took place through GPs as gatekeepers, as this was 
selected as the most suitable way through which to identify people who have 
recently sought help from their GP. Following gaining ethical clearance from 
Derbyshire Research Ethics Committee (RE& WR ZKRP WKH VWXG\¶V HWKLFDO
clearance was allocated), I approached several GPs by letter in order to recruit 
practices who might be willing to identify patients. This method did not prove 
successful and help was then enlisted from the local Primary Care Research 
Network (PCRN). Upon adoption of the study (following their formal adoption 
process which, for the sake of brevity, is not detailed here), the PCRN provided 
a significant amount of help. Help from the PCRN included:  
x Help with recruitment, by approaching practices on my behalf through 
established research relationships  
x Help with the costs to the practice that would be incurred through 
participation, by offering participating practices reimbursement of a 
£20 flat fee for participation plus £10 per patient recruited, to cover the 
costs of administration and other associated work.  
 
This support proved invaluable to the study and following the negotiation of 
participation via the PCRN contact, I recruited three practices through which to 
identify participants.     
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2. Recruitment process for help-seekers 
The research design allowed for two different strategies used for recruiting 
help-seekers through GPs ± (a) or (b), as below ± and these were done 
according to the wishes of the GPs themselves: 
a) GPs to identify suitable patients during consultations and create a 
list of names as and when patients came to see them. These names 
would then be passed to the Practice Manager who would send 
recruitment materials on an ongoing basis 
b) GPs to compile a list retrospectively based upon consultations over 
the last month or other time period (this was left to GP preference 
however a maximum period of the last three months was set) and 
recruitment materials were then sent out in bulk, in one batch.  
 
Recruitment materials were identical in both of these strategies ± a cover letter 
from the Practice, a study leaflet, PIS and EOI plus prepaid envelope (see 
appendices 4, 6 and 5 respectively) ± and served to pass study information on 
to patients without passing any patient data to the research team. Patients were 
then at liberty to respond directly to the research team themselves, using the 
EOI form. The following flowchart depicts the process for recruitment of 
interested parties:  
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Interviewing; the process, schedules and experience 
1. Location of interviews  
Whether or not a participant feels relaxed during an interview is likely 
to affect the depth to which they speak about a topic (Bryman 2004) and it is 
Study details sent to patient by GP practice: 
x Study leaflet 
x PIS 
x Expression of interest form plus prepaid envelope 
Expression of interest 
form received 
Telephone call to person to:  
x discuss leaflet and PIS  
x answer any initial questions 
x ascertain that they understand what the research is about, and 
what is required of them 
x tell them briefly about the interview  
x arrange time to call again, allowing time to reflect on whether 
to take part 
Telephone call to person to:  
x answer any more questions  
x discuss practicalities of interview 
x  confirm if happy to take part  
x arrange date/time/venue for interview (if applicable) 
Post letter confirming interview time/date/venue (if applicable) 
 
Interview 
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therefore important, particularly in reference to semi-structured and depth 
interviews, that a participant feels relaxed in the interview setting. Whilst 
participant relaxation is to some extent beyond the control of any researcher, 
the choice of a location that is non-hostile, private, calm and quiet is likely to 
facilitate participant relaxation.   
With this in mind, one ideal venue to carry out interviews was in 
participants homes. However, a venue must also be chosen with researcher 
safety in mind, especially as this research was being carried out by a lone 
female researcher. I drew from the SoFLDO5HVHDUFK$VVRFLDWLRQ¶V(SRA n.d.) A 
Code of Practice for the Safety of Social Researchers that usefully provides 
recommendations regarding choice of location as well as other safety 
considerations for a researcher, recommending that safety is a concern to be 
built into the research design. With this in mind, the research design initially 
set out that interviews would be held in two main venues, depending upon 
ZKLFKJURXSDSDUWLFLSDQWZDVLQ/D\SDUWLFLSDQWV¶LQWHUYLHZVZRXOGEHKHOGLQ
DORFDOWKLUGSDUW\YHQXHVXFKDVDFRPPXQLW\FHQWUHQHDUWRWKHSDUWLFLSDQW¶V
home, so that it was reasonably convenient for the participant and also to 
ensure some level of interviewer safety (i.e. a public place where others might 
be present). Also, a community centre would not be associated with provision 
of NHS services and would be private (just the interviewer and participant in 
the actual interview room). A room on University campus was also available 
for this, where participants indicated that this was preferred to a local 
FRPPXQLW\FHQWUH/D\SDUWLFLSDQWV¶KRPHVZHUHGHHPHGDVDOHVVVDIHYHQXH
than a public place, as there was no gatekeeping taking place in selecting 
participants (as there was with NHS patients). SRA guidelines caution against 
interviewing in homes of people where there has been little or no prior contact. 
With respect to NHS patients, the ideal preferred interview location was in the 
KRPHKRZHYHUWKHUHUHPDLQHGWKHRWKHUWZRRSWLRQVRIDORFDOWRWKHSDWLHQW¶V
KRPH FRPPXQLW\ FHQWUH RU D URRP RQ 8QLYHUVLW\ FDPSXV 3DWLHQW¶V KRPHV
were deemed safer than those of the lay public, as patients were recruited 
through doctors and doctors were asked specifically to bear in mind that 
participants should be suitable for interview by a lone female researcher. In 
addition, patients would be aware that this gatekeeping had taken place and 
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that there was therefore some known connection between them and the 
researcher.  
Specific procedures were created for the process of arranging and 
conducting interviews, in accordance with SRA guidelines on researcher safety 
in the field. For all interviews in the home, a safety procedure was put in place, 
involving a safety call by someone who had details of the location and time of 
the interview. A safety call was arranged to take place within fifteen minutes of 
the interview start time (to provide an excuse to leave if I felt unsafe, or the 
opportunity to request help in an emergency), and then again after two hours to 
check whether I had left the interview safely. In all home interview scenarios, I 
was able to engage in some prior contact over the phone with participants, and 
became confident in certain cases to omit the safety call that was scheduled for 
within fifteen minutes from the start of the interview (as this was felt to cause 
potential disruption to the interview); so, the procedure evolved to simply 
checking that I had left the venue safely. Ultimately, interviews were held over 
all three locations for both groups, depending upon the preferences of 
participants, and one participant from each group also nominated their 
workplace. Whilst using a variety of research settings may have implications 
for data gathered, the choice of location was made with participant preference 
in mind (with researcher safety as a second consideration).    
 
Interview schedules 
Lay participants 
It is important to accept that when asking questions in an interview, 
different question types (and phrasing) might yield different responses in 
respect to lay understanding, as discussed by Popay et al. (2003). I will 
therefore outline the interview schedules in respect to lay understanding in 
particular (though I will address both interview schedules). It should be noted 
that the lay participant interviews did not involve the use of vignettes. Whilst 
vignettes are commonly used in research into lay understanding, and would 
provide useful insight into participant responses to specific disorders (as 
GHVFULEHG LQ WKH YLJQHWWH IRU H[DPSOH µJHQHUDOLVHG DQ[LHW\ GLVRUGHU¶ WKH\
would not necessarily give access to broader views around mental health, or 
about what participants did (or did not) classify as a mental health problem. I 
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chose instead to approach this issue in a number of different ways, in order to 
LQFUHDVH WKH H[WHQW WR ZKLFK , PLJKW WDS LQWR DQ LQGLYLGXDO¶V YLHZV ZLWKRXW
necessarily defining the scope myself initially. Whilst it is important to define 
boundaries in some way, this was done later on in the interview when I had 
already asked participants to define their understanding in their own terms. The 
interview schedule is not included as an appendix as its thematic areas are 
summarised here. The following areas were addressed in the lay interviews:  
x GHILQLQJWHUPVVXFKDVµPHQWDOKHDOWK¶µPHQWDO LOOQHVV¶µGLVWUHVV¶DQG
what might be encompassed by those terms 
x asking participants what experience they had in relation to mental 
health, including formal training and experience in the workplace, and 
also personal experience in relation to mental health difficulty (self and 
others) 
x asking participants to discuss appropriate help-seeking; what might 
FRQVWLWXWH D µZDUQLQJ¶ VLJQDO IRU VHHNLQJ KHOS LQ WKHPVHOYHV DQG DOVR
for other people (e.g. when might they suggest a friend seeks help from 
a GP) 
x whether they had ever experienced extreme distress, or been concerned 
for their own well-being in this area (and what action had been taken) 
x what they thought could help someone experiencing mental health 
difficulties (i.e. including non-medical and medical) 
x what expectations participants had of GP help (and of treatment more 
broadly) 
 
,IRFXVHGRQJHWWLQJSDUWLFLSDQWVWRGHILQHZKDWWKH\WKRXJKWWKHWHUPµPHQWDO
KHDOWK¶ HQFRPSDVVHG DQG When, once this had been established, I was able to 
focus upon certain definitions if necessary (i.e. focusing upon common mental 
KHDOWK GLVRUGHUV ZKHUH SDUWLFLSDQWV¶ XQGHUVWDQGLQJ ZDV RI D PXFK JUHDWHU
range). Boundaries were therefore more likely to be applied after some initial 
probing questions as to their broader understanding around the area.  
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Help-seeking participants 
 Interview schedules for help-seeking participants differed from the lay 
group in that the main focus was upon their story of seeking help, and this 
therefore reduced the proportion of interview time spent upon lay 
understanding. Essentially, participants were asked to talk about their story of 
seeking help (beginning in their own words); the following areas were then 
probed if not already covered:  
x what led up to seeking help;  
x KRZWKH\¶GLQWHUSUHWHGWKHLUH[SHULHQFHVSULRUWRVHHLQJWKHLU*3 
x whether they had tried any other ways of addressing their distress prior 
to seeing their GP;  
x WKHLU H[SHFWDWLRQV RI *3 FDUH DQG RI WKHLU µWUHDWPHQW¶ DQG ZKHWKHU
their experience had met their expectations.  
 
The last area of the interview was left for a broader discussion around mental 
health (i.e. GHILQLWLRQFDXVDWLRQDPHOLRUDWLRQVRWKDWWKHLUµOD\¶XQGHUVWDQGLQJ
could be ascertained following their experience (and in relation to their 
experience if relevant).  
 
Both schedules were refined as the research progressed. Two pilot 
interviews were carried out for the lay schedule. No piloting was carried out for 
the help-VHHNHUV¶ LQWHUYLHZ VFKHGXOH DV UHFUXLWPHQW RI KHOS-seeking 
participants was proving more difficult; however, schedules were refined on an 
ongoing basis.  
 
Transcription and analysis 
I carried out transcription of all interviews. Qualitative software NVivo 
was used for the storing and management of data. Coding was not carried out 
using the software, as the process of open coding initially generated a 
proliferation of codes. Coding was therefore initially done using paper copies, 
and once a coding framework had emerged (that is, specific themes were 
DSSDUHQWDVZHOODVVSHFLILFDUHDVRISDUWLFLSDQWV¶UHVSRQVHVVXFKDVµEDUULHUVWR
VHHNLQJKHOS¶ WKHsoftware was then used to apply the coding framework to 
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the data. This helped to make retrieval of supporting data quicker, as well as 
providing the opportunity to revisit the data whilst applying codes, and check 
whether any apparent themes might have been missed.    
Analysis involved interrogating the data in a number of ways. The first 
type of analysis was aimed at testing the hypothesis of linking beliefs to help-
seeking, using the process of analytic induction described above, and this was 
done by:  
x looking at lay transcripts only, including the use of open coding, to 
consider lay understanding and hypothetical help-seeking  
x help-VHHNHUV¶YLHZVZHUHWKHQLQFOXGHGWRVHHZKDWGLIIHUHQFHVH[LVWHG
in relation to their lay understanding; whether expectations of care, or 
their lay understanding, played a role in help-seeking;  
x the third element involved looking at help-seeking more generally and 
LQYROYHGRSHQFRGLQJRIµWULJJHUV¶WRVHHNLQJKHOS 
x the fourth involved looking at help-seekers only, and considering 
barriers to help-seeking specifically;  
 
After following these different steps, help-seeking was explained in the context 
of the different mediating factors affecting the help-seekers. This process 
helped to reveal that lay understanding played a limited role in help-seeking 
along with trigger events (as discussed in chapters 4 and 5), although the 
applicability of when lay understanding did play a role was also explored.  
As mentioned in the analysis section earlier in this chapter, in addition 
to considering the relationship between lay understanding and help-seeking, 
thematic analysis took place. This was done in a number of ways, through 
experimentation, to see whether the data could provide useful insight into help-
seeking in a way that had not been anticipated. This included:  
x open coding of themes within stories, and then considering which 
themes applied across the stories 
x examining responses to specific areas, such as the process of help-
seeking, and what expectations participants had of GPs 
 
111 
 
$ULVLQJ IURP WKLV DQ RYHUDUFKLQJ WKHPH RI µLQWHUSUHWDWLRQ¶ DQG µQHWZRUNV¶
arose (discussed in chapter 5), from the merging of themes at an abstracted 
level (what Dixon-Woods et al. (2005) WHUPHGDµVHFRQGRUGHUFRQVWUXFW¶(p.14) 
EDVHG XSRQ 6FKXW]¶V RULJLQDO FDWHJRULVDWLRQ 8QGHU WKHVH WKHPHV GLIIHUHQW
DVSHFWV RIERWKJURXSV¶ VWRULHVZHUH VDOLHQW WR WKHSURFHVV DQGRXWFRPHVRI
seeking help. In addition, expectations and views around GP care could be 
viewed in relation to specific expectations (that is, the content of expectations), 
and in relation to considering whether purposive action is an appropriate way 
of understanding help-seeking (that is, the role that expectations played in 
determining action); both of these themes are discussed in chapter 6.  
Data was analysed after every three interviews and themes were 
considered, then new interviews were carried out and analysis was revisited. It 
was not possible to test all emergent themes from the help-seeking group 
against new interviewees; this is because recruitment of further participants 
was proving difficult. In addition, due to the heterogeneity of help-seekers, 
some of the emergent themes could not apply to all, and these themes are 
discussed according to the limits of their applicability (this relates to data in 
chapters 5 and 6). With respect to the lay participants, theoretical saturation 
was reached and no new interviews were necessary; amongst the help-seekers, 
new interviews may have helped refine the themes, although I will discuss 
below (in the section on ethics) how the story of one potential participant ± 
who did not take part due to the advice of their GP ± provided useful 
confirmation of the themes discussed in chapter 5. Participant validation was 
therefore carried out amongst help-seekers only, as it had not been possible to 
compare all emergent themes against the stories of new help-seekers. Whilst 
the original intention was to use purposive sampling, this was not possible due 
to difficulties with recruitment of large numbers of help-seekers, and so the 
resultant sample is more in line with a strategy of maximum variation sampling. 
This has implications for the data, in that heterogeneity of help-seeking is to be 
expected. However, this also implies that help-seeking is heterogeneous, and 
that overarching themes are particularly relevant. There was a limited 
opportunity to test the findings from help-seekers, using the process of 
participant validation, which I will now discuss. 
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Participant validation 
As mentioned above, I carried out participant validation with members 
of the help-seeking group only, as I had already had the opportunity to test 
emergent themes with the later recruits of the lay group. I sent an invitation to 
take part in a second meeting to participants who had expressed an interest in a 
second meeting. I sent invitations to the help-seekers who were specifically 
FODVVHG DV µQHZ¶ DV WKHLU VWRULHV ZHUH WKRVH PRVW UHOHYDQW WR WKH VWXG\¶V
emergent themes. Whilst the stories of the more longer-term help-seekers were 
also relevant to the themes, the emphasis of the study was upon new help-
seekers; the number of invitations sent out had to be balanced against the 
feasibility of conducting meetings with everyone who responded. Six 
invitations were sent, and three people expressed a wish to take part. Two 
meetings proceeded, and one meeting did not take place, with the participant 
not being at their home at the allotted meeting time.  
 
Ethical considerations 
The study received ethical approval from the NHS Nottinghamshire County 
Research and Evaluation Department on 30th March 2010. For the sake of 
brevity, this section will provide a summary of the most pertinent aspects of the 
ethics procedure although the detail of the research design has already been 
discussed above (for example, the nuances of the recruitment process). In 
relation to ethics, I will address the following issues:  
x ensuring informed consent 
x issues relating to the involvement of vulnerable people in research  
x the appropriateness of the research methods in relation to the 
involvement of vulnerable people  
x issues relating to the payment of research participants 
 
Ensuring informed consent 
As mentioned above, recent help-seekers were recruited via their GP. 
GPs were given the task of identifying (and passing recruitment materials to) 
patients who had recently sought help for psychological distress, and who 
might be suitable to take part in an interview. GPs were required to identify 
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only people whom they viewed as able to give informed consent (i.e. having 
capacity), and this provided a level of gatekeeping for suitable participants. 
The process of arranging interviews (and of allowing potential participants 
time to read the recruitment materials and ask questions ± see appendices 4-6) 
allowed for some interaction between interviewer and participant, usually in 
the form of two phone calls prior to interview; there was therefore some 
opportunity for me to build rapport with participants and establish that they 
understood the interview process, what the interview would be about, and what 
would be asked of them. This also provided the opportunity to assess for any 
level of confusion participants may have about the study, and indeed any other 
signs that participation might not be appropriate, such as expectations of 
therapeutic benefit. These two levels of gatekeeping, by GPs and then by the 
researcher, provided some level of confidence that participants were both able 
to give informed consent, and had also received sufficient and appropriate 
literature about the study as well as time to read it, and an opportunity to ask 
any questions (as already discussed above). 
An additional risk with research amongst participants who are recruited 
through an NHS organisation, is that participants might perceive that future 
treatment could be affected upon refusal to take part. This was a concern 
addressed throughout the design process; indeed, templates for recruitment 
materials were based upon those advised by the National Research Ethics 
Service (NRES 2009) and one element of their suggested template design was 
in relation to this concern (see appendices 1-6 for all materials used in the 
recruitment of participants: appendices 1-3 for the lay group and appendices 4-
6 for the help-seeking group). All literature sent to participants stressed that 
participation was on a voluntary basis and would not affect treatment. In 
addition, this was also repeated when telephoning participants, and every 
endeavour was made to point out the voluntary nature of participation, and also 
to be attentive to signs of hesitancy. Attention was also paid to when 
participants were difficult to contact, as this could be an indication of evading 
contact (which would be an indication of reluctance to take part); some effort 
was made to initiate contact with participants, however it was important to be 
sensitive to any perceived hesitancy or reluctance to take part, and where 
participants were repeatedly difficult to contact, this was viewed as indicative 
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of their wishes. Contact was then ceased, and a brief letter or text (depending 
upon the previously preferred format of contact) was sent thanking them for 
their help, confirming that no further contact would be attempted, and that 
there were no negative consequences of this. Only one participant declined to 
WDNHSDUWLQDQLQWHUYLHZE\µHYDGLQJ¶FRQWDFWDQGRQHSDUWLFLSDQWGHFOLQHGWR
take part in a participant validation interview in the same way. Attempts were 
made at all times to respect particiSDQWV¶ULJKWWRZLWKGUDZWKHLUFRQVHQWWRWDNH
SDUWUHVSHFWIRUSDUWLFLSDQWV¶SUHIHUUHGERXQGDULHVUHPDLQHGSDUDPRXQW 
 
7KH LQYROYHPHQWRISHRSOHZKRPD\EHFODVVHGDV µYXOQHUDEOH¶ LQ UHVHDUFK ± 
minimising harm 
When considering the design of a project, it is important to consider 
whether the research design is appropriate for the respondents, and that no 
harm is done by involving people within the study (SRA 2003). This applies to 
people who are not considered vulnerable, but when vulnerability is present the 
issue of harm is even more pertinent. It is therefore important to consider 
whether and how the study might be appropriate for people with mental health 
difficulties to take part (this will be discussed more in the section below), how 
any risk of harm can be minimised, and what should be done in the event of 
any problems. I will therefore address these issues in turn. 
7KH LQWHUYLHZ LQYROYHV UHFROOHFWLRQ RI SDUWLFLSDQW¶V H[SHULHQFHV RI
distress, and the recollection of these experiences could be potentially 
distressing to participants; alternatively, the process may also be cathartic. The 
recruitment material points out that participants will be asked to discuss their 
experiences of distress, and to make their decision about taking part with this in 
mind. A self-selection process should therefore already have taken place, with 
those who feel uncomfortable discussing their experiences, not taking part. 
Whilst this does not guarantee that no one will become distressed in the 
interview, participants are aware in advance of what will be discussed, and so 
have this in mind when deciding to take part. The interview process itself is 
semi-structured, and so there are specific topic areas to be discussed but also 
VLJQLILFDQW IOH[LELOLW\ WR SUREH DQG WDLORU TXHVWLRQV WR D SDUWLFLSDQW¶V RZQ
experiences; in addition, there was usually a significant amount of time 
allowed for interviews to take place (i.e. the hiring of a room in a community 
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centre for two hours), so interviews could move at whatever pace appeared 
most suited to the participant. This meant that the interview situation allowed 
for a conversational approach, with a sensitive and respectful questioning style 
that allowed respondents the opportunity to take their time over their responses; 
the interview setting itself was therefore as relaxing as possible. However, 
these factors alone do not guard against the experience of distress, and there 
were more structural processes in place to help guard against unnecessary 
distress amongst participants. Participants were assured that they: 
x could terminate/leave the interview at any point, without negative 
consequences 
x could choose to not answer a question that they did not want to; if they 
GLGQRWZLVK WRH[SUHVVGLVSOHDVXUHDWDTXHVWLRQ WKHQVD\LQJµ,GRQ¶W
NQRZ¶ZRXOGPRYHWKHTXHVWLRQLQJRQ 
x should respond in as much depth as they felt comfortable with  
x could request a break at any point 
 
Despite these measures, in the event that a participant did become distressed, 
then the following procedure had been arranged, in collaboration with my 
academic supervisors:  
x Terminate the interview, in terms of data gathering 
x Provide appropriate comfort to the participant, such as a tissue, gentle 
encouragement 
x Attempt to ascertain the reason for their distress, giving them the 
opportunity to talk about it if they wish 
x 'HFLGH XSRQ ZKRP WR WHOO DERXW WKH SDUWLFLSDQW¶V GLVWUHVV KDYLQJ
discussed their own preferences).  
x Communicate the decision to the participant, and then follow up this 
decision by communicating with the selected person 
x Agree on a follow-up telephone call with participant in one to two days 
if they wish (in order to check on whether distress remained or had 
passed) 
x Reassure them that there are no negative repercussions of terminating 
the interview 
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x Remain with them until I felt assured that their distress had reached a 
manageable level 
 
In addition, I had a telephone number of an emergency contact (such as one of 
my academic supervisors) so that should a situation arise in which I was 
uncertain what to do, I would be able to call and instantly receive advice. 
Fortunately there were no occasions upon which participants appeared to be 
distressed; indeed, most participants expressed that they had been happy to take 
part, and that the opportunity to express their opinions and experiences for the 
purposes of research had been positive. 
 
The appropriateness of interviews, for people who have recently experienced 
(and may still be experiencing) distress 
 The ethical clearance procedure required clarification of the potential 
gains of carrying out the study versus the potential risks. It was necessary to 
consider whether the findings of the research could be useful for the future 
provision of care, and indeed this is one of the aims of the study. The design of 
the study included the involvement of recent help-seekers, as one of the aims of 
the study ± to find out more about the help-seeking process from the 
perspective of people who have gone through it ± could not be achieved 
without help from such a group. However, as discussed above, any potential 
harm must be minimised (indeed, avoided) and the methods used in the study 
(qualitative interviews) must be considered in terms of their suitability for 
people who have recently experienced (or continue to experience) 
psychological distress.  
 Having briefly discussed (above) the flexible nature of the interviews, 
and the potential to adapt to participants, it is important to consider the use of 
such interviews in more detail. As mentioned above when discussing the 
research design, the description of the type of interview used could vary 
EHWZHHQ µVHPL-VWUXFWXUHG¶ µGHSWK¶ (Booth and Booth 1994) µIRFXVHG¶ (May 
2001) RU µXQVWUXFWXUHG¶ (Corbin and Morse 2003) depending upon the 
definition chosen; Booth and Booth (1994) point out that no interview is 
DFWXDOO\ µXQVWUXFWXUHG¶ DV WKH LQWHUYLHZHU KDV LQ PLQG WKH VXEMHFW DUHD WR EH
discussed along with different themes within that subject area. Whilst there are 
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some minor differences between these types of interviews, they share the 
FRPPRQJURXQGRI IRFXVLQJRQVRPHDVSHFWRISDUWLFLSDQWV¶ OLYHVDQGDVNLQJ
participants to tell their own story, using their own words, sense of timeline 
and their own priorities; at the same time, the interviews each had certain topic 
areas that were to be addressed. The interview format had certain key areas to 
ask (should these not have already arisen) but the main focus of the interview 
was to elicLW SDUWLFLSDQWV¶ VWRULHV LQ WKHLU RZQ ZRUGV LQ RUGHU WR XQGHUVWDQG
their actions, feelings and expectations during their process of seeking help. 
:LWK WKH HPSKDVLV RQ WKH SDUWLFLSDQW¶V RZQ VWRU\ &RUELQ DQG 0RUVH (2003) 
point out that this gives participants a certain element of control over what is 
said; participants are in control of the story, what is revealed, emphasised and 
omitted. Corbin and Morse also point out that while there is the risk of distress 
being experienced, it is not necessarily greater than the risk that distress could 
occur during everyday life, and report frequent experience of participants 
experiencing participation in a positive way. Booth and Booth (1994) point out 
the importance of allowing plenty of time for interviews to take place, so that 
they can proceed in an unhurried manner that allows a conversational style to 
develop; such a factor is important in creating a relaxed environment that 
allows participants to proceed at their preferred pace. Ultimately, the style of 
interview selected was conducive to participants framing their experiences in 
their own words, without significant time pressure and in a setting chosen by 
themselves, creating an environment as enabling as possible (within the 
constraints of an interview setting). Whilst an interview did risk the potential 
for distress to occur, about which participants had been warned, my focus was 
upon participant safety above data collection and interviews followed the cues 
of participants; where participants seemed uncomfortable or wishing to move 
away from a subject, such cues were noted and followed. Ultimately, no one 
vocalised the experience of distress arising from the interview (nor were there 
any instances of distress being apparent) and participants frequently expressed 
positivity in having someone listen to them, and in their experience being 
perceived as of potential value in helping others (albeit the limitations of 
research findings as being of benefit to others were discussed).  
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Payment of research participants 
Participants in both the lay and help-seeking groups were paid £15 for 
their participation in an interview. Payment of research participants is typically 
used as a way of enhancing recruitment for a study (Cleary et al. 2008, Dickert 
and Grady 1999); this raises the need to address the ethics of paying 
SDUWLFLSDQWV DQG ZKHWKHU D SD\PHQW LV YLHZHG DV DQ µLQGXFHPHQW¶ WKDW
increases the possibility of harm by reducing the extent to which an individual 
might prioritise their own well-being (Cleary et al. 2008). There is also a risk 
that this will affect the power relationship between interviewer and participant 
(Dickert and Grady 1999). Some writers discuss the differential implications of 
paying participants who are healthy, but not paying participants who are ill, as 
Cleary et al (2008) and Dickert and Grady (1999) point out; payment of people 
who are ill might additionally skew their perception of the benefits of taking 
part, in particular if their clinician is also the researcher (Dickert and Grady 
1999), and people who are ill are inherently more vulnerable than those who 
are not. Financial payment may also lead to disproportionate recruitment of 
people from socially disadvantaged backgrounds. Cleary et al. (2008) stress 
that payments must not be disproportionate, in order to avoid unduly inducing 
people into taking part, and so the size of a payment is important.  
The method of payment selected falls most closely in line with what 
Dickert and Grady (1999) UHIHUWRDVWKHµZDJH-SD\PHQWPRGHO¶(p.199); such a 
model uses a payment of a set amount (relating to the hourly cost of unskilled 
labour) that recognises the time and effort that people put in to attending an 
interview, and providing some compensation for that effort. The idea behind 
such a model is that it should not offer significant inducement, based on its 
SDULW\ ZLWK µXQVNLOOHG ODERXU¶ 7KLV PHWKRG GLIIHUV IURP ZKDW WKH\ WHUP WKH
µ5HLPEXUVHPHQW PRGHO¶ (p.200) that covers only the financial expenses 
incurred in attending an interview, such as travel and parking; such a method 
more greatly reduces the chance of inducement by removing any possible 
financial gain from participating, and only addressing the costs that a person 
directly incurs. One disadvantage of this method is that it potentially leads to 
participants actually incurring other costs, should they need to miss work to 
attend an interview, pay for childcare, or other such related factors. Dickert and 
Grady (1999) prefer the wage payment model, suggesting that it provides only 
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a low level of inducement (if at all) and recognises the time and effort that 
people put in to attending an interview, over and above the costs they incur in 
getting there. Whilst there are arguments that payment of research participants 
might encourage people to participate for reasons different to the ideal of 
altruism (Cleary et al. 2008), there is also an argument that payment of 
participants provides meaningful recognition of their effort and time (Russell et 
al. 2000). Payment does not necessarily affect informed consent if it is at a 
reasonable level (Grady 2001). Indeed, Grady argues that:  
 
An amount of money that is not excessive and is calculated on the basis 
of time or contribution may, rather than constitute an undue inducement, 
be an indication of respect for the time and contribution that research 
subjects make. (Grady 2001, p.40) 
 
The area remains one of debate, and in acknowledgement of potential 
difficulties in this area, I endeavoured to select a payment level that was low 
enough to avert undue inducement but sufficient enough to recognise and thank 
people for their time and effort. Based on the assumption that interviews might 
last between 60-90 minutes, I chose an amount of £15 (recognising that 
interviews may be briefer, or last up to two hours). A single amount was 
chosen in order to avoid calculations and differing payments from one person 
to another (what Dickert and Grady (1999) ZRXOG WHUP DQ µHJDOLWDULDQ¶
payment); some participants were interviewed in their homes and incurred no 
costs, others travelled to a venue and did incur some cost. One interview lasted 
only half an hour, whereas two others lasted almost two hours. A flat fee of 
participation was set to avoid the need for calculations, and indeed so that 
participants could be paid before the start of the interview so that they were 
IUHH WR OHDYH WKH LQWHUYLHZZKHQ WKH\FKRVH7KXVZKLOVW WKHµZDJH-payment 
PRGHO¶ LV WKHFORVHVWPRGHO WR WKDWFKRVHQ, there was no actual calculation of 
time spent, viewing the payment as recognition for effort as opposed to 
payment that was timed and awarded incrementally; it could alternatively be 
YLHZHGDVD µRQH-RIIJLIW¶ (DH 2006, p.18). Payments were made in cash, as 
recommended by the Department of Health (2006) in their guidelines for 
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payments to service users. Participants from the lay and help-seeking groups 
were given equal payments.  
 
A note about service user involvement  
Whilst the involvement of service users in the design of research can 
help research design to be more sensitive to the needs of services users (such as 
rewriting questions so that they are more easily understood) and more relevant 
to the experiences of service users (Faulkner 2005), no service users were 
consulted in the design of this study. This was for two main reasons: 
Szmuckler (2009) highlights the first reason ± he discusses the tendency for 
researchers not to include service users due to fears around losing control of 
the research design, and a lack of training resources to enable services users to 
meaningfully contribute to the research design ± both of these fears were 
present; the second reason was not knowing specifically how to access service 
users, given that the design of the study needed to be in place prior to applying 
for ethical clearance (an assumption at the time, being that ethical clearance 
might need to have been attained before accessing service users). Regrettably, 
as a PhD student near the start of my research career (at the point of study 
design), I was affected by the fears that Szmukler discusses: fears around 
control of the study and of service user training, plus a lack of information as to 
where to access service users who might be able to contribute to the study 
design, prior to the receipt of NHS ethical clearance. Indeed, as the PhD is a 
body of work that is largely conducted by a sole researcher, I was concerned to 
retain control of a study for which I would need to be able to defend and 
explain every decision, and to bear sole responsibility for its outcomes. Whilst 
these concerns can easily be overcome by accessing service users through 
established networks (such as the Mental Health Research Network (Szmukler 
2009)) and allowing service user decisions to shape the design by embracing 
the benefits that involvement can bring, such perspective is not necessarily 
available to a researcher in the first few months of study, when crucial design 
decisions are taken. For this reason, research design was carried out based 
solely upon reviewing literature and upon consultation with supervisors.  
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An unanticipated ethical dilemma  
As mentioned in the section above relating to recruitment via mailshot, 
one person responded to say that he would like to take part, and that he had 
recently been diagnosed as having clinical depression (the week prior to 
receiving the leaflet advertising the study). His story is pertinent to the study as 
well as to a discussion of ethics, and so I shall summarise it now. The person, a 
PDOHZKR ,VKDOOFDOO µ'DYLG¶ LQGLFDWHG WKDWKHKDGQR LGHD WKDWKHKDGEHHQ
depressed; he had cancer, had been undergoing chemotherapy and had just 
IRXQGRXW WZRZHHNVDJRWKDWKLVFDQFHUZDVLQ UHPLVVLRQ3ULRU WR WKDWKH¶G
been told that the success rate of his chemotherapy was 90%, although he felt 
that he would be in the 10% for whom it would not work. Whilst at a recent 
consultation relating to his treatment, a nurse identified him as depressed, and 
DGYLVHGWKDWKHVHHNFDUHIURPKLV*3+HLQGLFDWHGKH¶GKDGQRLGHDWKDW he 
was depressed, and that he was simply trying to come to terms with the 
possibility that he might die, the invasive treatments (and the effect that they 
had on his life) and the continued medication (steroids) that he was taking, as 
well as waiting to find out where or not his cancer would prove fatal. To find 
out that he was also depressed was a shock to him. He said that following 
ILQGLQJRXWDERXWKLVFDQFHU¶VUHPLVVLRQD ORWRIKLVVWUHVVKDGJRQH+HDOVR
said that help on stress-related problems was non-existent, and that apart from 
his GP he would have no idea where to go; he specifically said that until 
someone (a nurse) told him where to go, or where to look, he had no idea help 
was available. He wanted to take part in the study because he thought he might 
be able to help, or it might possibly help him. He had been unable to talk to 
SHRSOH DERXW KLV H[SHULHQFH LQFOXGLQJ KLV IDPLO\ DQG µWKH FKDQFH WR WDON WR
VRPHRQHZRXOGEHORYHO\¶7KLVZDVUHOD\HGLQDWHOHSKRQHFDOOWKDWZDVKHOG
upon receipt of a telephone message that David had left indicating his wish to 
take part in the study.  
 Because he had recently been diagnosed as depressed, and because 
most recruitment for people with current difficulties was taking place via their 
GP, I consulted with my supervisors to see if I should proceed with the 
interview. After relaying details about my discussion with David, my 
supervisors advised that his participation would be potentially suitable, but that 
LWZRXOGEHDSSURSULDWHWRREWDLQ'DYLG¶VFRQVHQW to contact his GP, so that his 
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GP would be aware of his participation and could act as a suitable person to 
contact in the event that David became distressed by his participation (in line 
with the procedure that had been established in the event of a persRQ¶VGLVWUHVV
GLVFXVVHGDERYH'DYLG¶VVDIHW\ZDVSDUDPRXQWDQGLWZDVLPSRUWDQWWKDWKLV
well-being be safeguarded, especially in the event of increased distress. David 
was happy for me to contact his GP on his behalf, and he gave me their details; 
I then sent a letter to his GP outlining the study (including a study leaflet and 
REC approval details) and asking if they were happy for David to take part, 
and to be contacted in the event of David becoming distressed. A few days 
later I received a call from his GP, who was very surprised to hear about the 
study, and that David had been highlighted for it, as his depression had only 
been diagnosed very recently. I explained that David had received one of my 
leaflets through the post, as part of a mailshot that had been sent to selected 
addresses ± that his selection was a chance event. His GP said that she did not 
feel participation was a good idea at that time, because he was very fragile, and 
YHU\HDVLO\XSVHWDWSUHVHQW+DYLQJUHFHLYHGKLV*3¶VDGYLFHWKDW she thought 
an interview was not appropriate, I felt it important to follow her advice and 
not proceed with an interview, as to do otherwise would be indefensible in the 
event of any problems. I then wrote to David thanking him for his interest in 
the study, but relayed that after consultation with his GP, it was felt that an 
interview might be upsetting at that time, and that I was keen to minimise the 
potential for additional distress to him.  
 I have included this story about David for two reasons; the first is that 
his story is highly relevant to two of the themes in the findings discussed in 
chapter 5 (that of distress being identified whilst present in a medical setting, 
DQG DOVR WKH GLIILFXOWLHV LQ LQWHUSUHWLQJ DQ\WKLQJ DV EHLQJ µZURQJ¶ ZKHQ
experiencing incredibly distressing circumstances). The second is because it 
represented a potential ethical dilemma; whilst it is essential to ensure the well-
being of participants in the study, and to minimise their distress, this also 
meant that in this instancH'DYLG¶VRZQZLVKHVZHUHQRWIROORZHG'DYLGKDG
expressed a wish to take part in the study, and to talk about his experience. 
This raises concerns around David having therapeutic expectations about 
taking part, although a counter to this is that he simply stated that he would like 
the opportunity to talk to someone about his experience, and this need not be 
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perceived as therapeutic in itself. However, my main quandary was that, whilst 
it was essential WRVDIHJXDUG'DYLG¶VZHOO-being, because he had been recruited 
through an unconventional route and was currently distressed, his own choice 
about participation was partially removed from him. His diagnosis of clinical 
depression (and his currently distressed state) acted as a trigger for me to 
consult my supervisors, and for them to suggest I consult his GP. Whilst there 
are good reasons for this ± specifically, a concern for his safety, a concern to 
minimise exposure to the risk of additional distress, and a safety net in the 
event that participation did increase his distress ± his decision had nonetheless 
been taken away from him, because he had recently been diagnosed as 
depressed and was still experiencing some distress (i.e. he was still vulnerable). 
David was not the only help-seeker who was recruited via mailshot, although 
in the case of the other people (who were not currently distressed) there was no 
perceived need to contact their GP. Nor was David the only person currently 
distressed to be considered for interview; most of the help-seekers who were 
reFUXLWHG YLD WKHLU *3 ZHUH LQ D FXUUHQW VWDWH RI GLVWUHVV 'DYLG¶V XQLTXH
position was that his GP had not been a gatekeeper and yet he was currently 
distressed, and this meant I felt the need for caution when considering him for 
interview, so that there was some form of GP support in the event of increased 
distress. Whilst there will have been an element of gatekeeping occurring with 
all participants who were recruited via their GP (i.e. GPs made a decision about 
who was appropriate to take part, without me being aware of those who were 
not selected), this was the only occasion when the process took place in a 
GLIIHUHQWRUGHUDQGVKRZHGWKHGLIILFXOWEDODQFHRIUHVSHFWLQJWKHLQGLYLGXDO¶V
wishes and also taking into account the views of professionals who are related 
to their care; on this occasion, I felt that the need for caution ultimately led to 
'DYLG¶V RZQ FKRLFH EHLQJ UHPRYHG IURP KLP HYHQ WKRXJK HDFK SHUVRQ
FRQVXOWHG UHVSRQGHG ZLWK 'DYLG¶V LQWHUHVWV DW KHDUW 6D\FH (2000) points out 
that for some people labelled with a diagnosis relating to their mental health, 
their own decision-making can be called into question by others who are acting 
in their best interests; this can even happen at times when the individual is able 
to make decisions for themselves. I was concerned that this series of events, 
borne out of a sense of caution and of concern, might have culminated in such 
an instance. Even though it was important that I proceeded with caution, this 
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KDG WR EH EDODQFHG DJDLQVW WKH SRVVLELOLW\ RI 'DYLG¶V RZQ GHFLVLRQ-making 
being taken away from him. I do not disagree with any of the advice I received, 
EHFDXVH HYHU\SHUVRQZKRZDV FRQVXOWHG DFWHG LQ DZD\ WKDWSODFHG 'DYLG¶V
safety as a central concern (including my own decision to consult my 
supervisors), and this was an appropriate response. However, as a result, 
'DYLG¶V RZQ ZLVKHV ZHUH QRW IROORZHG ,W PD\ EH WKDW LW ZDV WKH PRVW
appropriate decision to exclude David from the study; no additional distress 
ZDVFDXVHGDSDUWIURPEHLQJWROGWKDWKHFRXOGQRWWDNHSDUW+RZHYHU6D\FH¶V
poignant arguPHQWWKDWWKHSURFHVVRIODEHOOLQJFDQOHDGWRDSHUVRQ¶VDELOLW\WR
make their own decisions being removed from them, serves as a salient counter 
to the safety nets that, perhaps rightly, prevented David from participating. 
This serves as an illustration that appropriate and ethical behaviour can involve 
DµJUH\DUHD¶ZKHUHQRRQHRSWLRQWKDWLVWRSDUWLFLSDWHRUWRQRWSDUWLFLSDWHLV
entirely free of implications for the potential participant. Regrettably, the 
potential for such a dilemma had not been anticipated prior to the sending out 
of the mailshot. 
 
It should be noted that in the following chapters (and in appendix 7), 
SVHXGRQ\PVDUHXVHGLQVWHDGRISDUWLFLSDQWV¶DFWXDOQDPHV,QDGGLWLRQZKHUH
stories are discussed, recognisable details have been slightly altered to help 
GLVJXLVHSDUWLFLSDQWV¶LGHQWLWLHV\HWUHWDLQDVHQVHRIWKHLUVWRU\,QDSSHQGL[7, 
SDUWLFLSDQWV¶DJHVKDYHDOVREHHQVOLJKWO\DOWHUHGWRKHOSSURWHFWDQRQ\PLW\ 
 
Reflection upon the role of the researcher 
It is important to reflect upon my own role in this research ± my 
demographic profile, my own lay understanding and my experience as a help-
seeker ± in order to illuminate how my presence (as opposed to that of 
someone else) has shaped this study. This has been included early on in this 
thesis, as opposed to at the end, so that the reader is aware of my own status ± 
in relation to that of my participants ± throughout.  
With regards to my demographic profile, I am a female, and was aged 
between 31 and 35 for the period of the research (from design to write-up). I 
was employed prior to starting this PhD, and am unmarried with no children. 
For the purposes of the study, I would be classed as a help-seeker, in that I 
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have attended a consultation with my GP in relation to experiencing distress, in 
2001. My own help-seeking story was that, following the unexpected death of 
my mother, whilst I was living and working in Australia aged 24, I was 
struggling to cope with grief upon moving back to England following an early 
end to my travels. I had been an occasional carer for my mother, who 
experienced long-term mental health problems. I was raised by her in a single 
parent family with the assistance of my grandparents, who also passed away 
whilst I was travelling. I was finding the process of adjusting back to life in 
England (as well as coping with the loss of the people with whom I grew up) 
rather a shock, and for a few months after moving back to England I 
experienced panic attacks. During a routine attendance at a local clinic relating 
WRFRQWUDFHSWLRQµURXWLQH¶EHLQJWKHUHTXLUHPHQWIRUKDYLQJP\EORRGSUHVVXUH
measured in order to receive a repeat prescription for the contraceptive pill), 
the consulting nurse asked me how I was doing generally, to which I replied 
that I was struggling to cope with grief and adjusting to life back in England. 
She said that she would mention this to my GP on my behalf, and within a day 
or two I received a phone call from my GP to arrange an appointment. I 
attended, and after talking about my experience and about not knowing how to 
deal with my grief, I was referred to a community mental health team for a 
short period of counselling (and the option for signposting to additional, private 
counselling once this ended).  
Initially, upon reflecting on my own experience and whether it might be 
in any way useful to my carrying out this study, I assumed my experience 
PLJKWEHXVHIXOLQJLYLQJPHDVPDOOPHDVXUHRIµLQVLGHU¶VWDWXVDVRSSRVHGWR
µRXWVLGHU¶ (Corbin Dwyer and Buckle 2009). Even though I did not consider 
P\VHOI DV KDYLQJ UHFHLYHG WUHDWPHQW IRU D µPHQWDO KHDOWK SUREOHP¶ , KDG
experienced counselling and had some understanding of the stigma associated 
ZLWKWKDWPLQRUµDVVRFLDWLRQ¶ZLWKPHQWDOKHDOWKVHUYLFHVLQUHODWLRQWRWHOOLQJ
my employers, for example). Indeed, at the outset of the research, I did not 
consider myself as a help-seeker, as I did not consider my experience as 
UHODWLQJ VSHFLILFDOO\ WR D µPHQWDO KHDOWK SUREOHP¶ , VXEVHTXHQWO\ FDPH WR
reinterpret my status as being a help-seeker, not because of the nature of my 
µSUREOHP¶ DQG ZKHWKHU LW VKRXOG EH YLHZHG ZLWKLQ WKH FDWHJRU\ RI PHQWDO
health) but because I was experiencing extreme distress and attended a 
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consultation with a GP, the criteria for help-seekers in this study. My memories 
of receiving help related mostly to my feelings of fear and surprise upon being 
referred to the community mental health team. Specifically, I felt shocked at 
being referred to a teaPODEHOOHGµFRPPXQLW\PHQWDOKHDOWK¶ZKHQDOO,IHOWZDV
µZURQJ¶ ZDV WKH H[SHULHQFH RI XQGHUVWDQGDEO\ LQWHQVH JULHI , WKHUHIRUH
assumed that the most pertinent aspect of my experience would be my 
experience of this shock, and some experience of receiving counselling. In 
chapter 7 of this thesis, I briefly reflect upon my own experience in relation to 
WKHVWXG\¶VILQGLQJVKRZHYHUDVWKHVHKDYHQRW\HWEHHQGLVFXVVHGZLWKLQWKLV
thesis, that aspect of reflection will be addressed later.  
From the point oI YLHZ RI KROGLQJ P\ RZQ µOD\¶ YLHZV LW FRXOG EH
argued that my views have been professionalised for having received some 
form of counselling and the potential reframing of my own experiences that 
might accompany it; this is in addition to the shaping of my views through 
academic literature. It is useful therefore to reflect upon how my views and 
their development, so that my own position is explicit  
At the point that I received help from a GP, I viewed mental health as a 
concept, or subject matter, that ZDV ERWK VHULRXV µUHDO¶ DQG SRWHQWLDOO\
debilitating for those who experienced mental ill health. This was in no doubt 
based upon my experiences of growing up with a parent who suffered from 
mental health difficulties that would sometimes lead to hospitalisation. I had 
also frequently been told by (well-meaning) others, that mental health 
problems were hereditary. I therefore viewed the concept as something that 
ZDV µUHDO¶ DQG ZLWK D OLNHO\ ELRORJLFDO DQGRU JHQHWLF FRPSRQHQW Although 
beliefs around heritability filled me with a looming sense of fear that I might 
one day experience mental health problems, I did not view my own experience 
of distress within this category, but rather as intense grief. I subsequently 
received counselling, which I found to be beneficial, and which also broadened 
my understanding in terms of how emotional distress could be managed and 
addressed; my views towards distress were shaped by the receipt of 
professional help. 
A few years later I embarked upon a change in career. I had been 
working in finance which I did not find fulfilling, and decided that my ideal 
work would be something that I considered worthwhile and interesting; I 
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settled upon a move towards the field of mental health, ideally in a research 
capacity. At that point, I knew nothing of medical sociology, and considered 
psychology to be the µobvious¶ route. Upon discussing my plans with a social 
scientist, I was introduced to an alternative approach ± that of sociology ± and 
considered it a viable alternative. I began a taught masters degree, where I was 
introduced to the concept of social construction and its application to mental 
KHDOWK P\ KLWKHUWR ILUP EHOLHIV DURXQG WKH FRQFHSW RI µPHQWDO LOOQHVV¶ ZHUH
called into question. This new perspective impacted upon how I viewed the 
concept of mental health, and I began to reinterpret some experiences (if not all) 
through this new lens; I remained cautious as to the boundaries of its 
application, in awareness of my limited exposure to the subject area. Upon 
beginning this study, my position was one of a constructionist, albeit not a 
strong constructionist. Over time, I have encountered more arguments both for 
and against a social constructionist position. Indeed, not only have I come to be 
aware of a much greater breadth and depth of argument, but I have also been 
able to gain greater understanding of my own personal experiences, 
reinterpreting them through the eyes of a medical sociologist; my lay 
understanding has continued to be shaped from a range of perspectives and 
experiences. My overall approach has not changed significantly, although a 
much more refined understanding of the topic area (and of the boundaries of 
social constructionism that I have chosen to apply) has been gained. I continue 
to use social construction as an approach, and apply a weak constructionist 
(Hacking 2003) perspective, indicating that my own views are critical of 
medical concepts, and associated treatment approaches, as discussed in the 
literature review. It is not possible to assess the extent to which my own 
experiences have shaped my ontology separate to the reading of literature and 
LQGHHG WKH VWXG\¶V ILQGLQJV IRU H[DPSOH WKDW WKH HIIHFW RI LQWHQVH GLVWUHVV
LWVHOI LPSDFWV XSRQ DQ LQGLYLGXDO¶V DELOLW\ WR VHHN KHOS 5DWKHU LW LV PRUH
appropriate to illustrate my own journey in this subject area, and concede that 
any researcher has a perspective, whether insider or outsider, that must be 
made explicit; my own journey towards this subject area has included a 
particular range of perspectives.  
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Chapter 4 
 
Lay understanding: 
The nature and content of lay understanding and its hypothetical 
application to help-seeking 
 
This chapter will look at the views of the lay participants to consider 
WKHLUFRQWHQWDQGZKDWFRPPRQDOLWLHVPLJKWH[LVWDPRQJVWLQGLYLGXDOV¶YLHZV
This is with the intention of shedding light upon lay knowledge and whether 
this might prove useful for service provision, from the point of view of 
considering its content, and also its role in the help-seeking process.  
I will begin by examining the nature of lay understanding, in order to 
illustrate that the inferring of help-VHHNLQJEHKDYLRXUEDVHGXSRQDSHUVRQ¶VOD\
knowledge is fraught with difficulty; the role of lay understanding is limited. 
However, it remains a fruitful endeavour to understand more about lay 
knowledge as this helps to elucidate the social context of which people who 
might be experiencing distress are a part. In addition, there is value in 
understanding how individuals prefer to give help to others, and what help they 
themselves might want to receive. I will also illustrate the content of lay 
understanding, to shed light on how and when individuals might interpret a 
SHUVRQ¶V GLVWUHVV RU EHKDYLRXU ZLWKLQ D IUDPHZRUN RI µPHQWDO KHDOWK¶ 7KLV
provides useful insight into how the boundaries between wellness and illness 
might be negotiated. These views can then be usefully contrasted with the 
views and experiences of help-seekers in later chapters.  
I will present a description of the data alongside its analysis, and will 
then consider the data in relation to literature in a separate section entitled 
µGLVFXVVLRQ¶ XQGHUQHDWK WKH DSSURSULDWH GDWD 7KLV ZLOO EH GRQH LQ HDFK
different section of the chapter ± the nature of lay understanding itself, how 
LQGLYLGXDOVYLHZWKHFRQFHSWRI µPHQWDOKHDOWK¶ZKDW WKH\SHUFHLYH WREH WKH
causH DQGDQ\ µFXUH¶DQG ODVWO\ ,ZLOO FRQVLGHU WKH UHODWLRQVKLSEHWZHHQ OD\
understanding and hypothetical help-seeking. 
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The idiosyncratic nature of lay understanding: biographical and 
philosophical  
When analysing data it became apparent that each interviewee views 
mental health in a unique way that appears to be shaped by a combination of 
their biography, their context and their own personal interpretation of these 
factors. For each participant, the nature of their understanding is that their 
views contain an internal logic. Lay understanding makes sense when 
explained with reference to their experiences, their stated reasoning and the 
sources of information that they drew upon.  
The structure of the interview followed a pattern of asking participants 
to talk about any formal training or education in relation to mental health, and 
then to discuss any direct experience of the topic, such as their own experience 
or that of family and friends, before then going on to discuss their 
understanding of the topic. Participants therefore frequently drew upon these 
experiences when discussing their views, and this is to be expected as an 
outcome of having introduced their experiences earlier on. However, there was 
frequently a discernible link between their experiences and their views, that is, 
SDUWLFLSDQWV¶YLHZVDSSHDUHGWRKDYHEHHQVKDSHGE\WKHLUH[SHULHQFHVto some 
extent. In addition, participants frequently drew upon their own experiences to 
illustrate and support their views. For example, Julia works with youths who 
are identified as having challenging behaviour; her views around mental health 
problems are that problems stem from multiple disadvantage, the experience of 
adverse life events without appropriate support, and having a difficult family 
background. She frequently draws on her experience of working with youths 
(some of whom she refers to mental health services) to illustrate her views:  
 
Julia,WKLQNDORWRIWKHSHRSOHWKDWQHHGWKLVW\SHRIKHOSDUH«DORWRI
people that have probably had problems the majority of their lives as 
ZHOOLWVHHPVWREHDQRQJRLQJFLUFOHDOOWKHWLPH,¶YHZRUNHGKHUH\RX
NQRZLQWKLVVHFWRULWLVLW¶V\RXNQRZ«LW¶VNLGVZKR¶YHEHHQDEXVHG 
 
Julia draws on her experience of working with young people from difficult and 
abusive backgrounds (some of whom have been diagnosed as having mental 
health problems) to illustrate her views; her own views are grounded within her 
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experience of work. Kate, when talking about the likely causes of mental health 
SUREOHPVGUDZVRQKHUIDPLO\¶VH[SHULHQFHVWRLOOXVWUDWHKHUYLHZVDVZHOODV
what she has seen on television and learned from her mother (with reference to 
witnessing anorexia in a boarding school):  
 
SueRNVR\RXWDONHGDERXWLWEHLQJVRPHWKLQJWKDW¶VLQWKHEUDLQVRD
chemical, do you see it having a biological root or more than one root or  
KateSUREDEO\PRUHWKDQRQHURRWDJDLQ,¶YHQHYHUVWXGLHGWKLs so this 
LVDOONLQGRIMXVWP\RZQLPDJLQLQJ«,GRWKLQNDQDFWXDOO\FKHPLFDO
WKLQJDQG WKDW¶V IRUD ORW RI SHRSOH«DQG LW¶VJHQHWLFDVZHOO WKLQNLQJ
this again from Stacey [character from television programme 
µ(DVWHQGHUV¶@ FDXVH , NQRZ KHU PXP KDG LW VR , WKLQN LW¶V SUREDEO\
genetic some of the time but then at the same time I do think it must be 
events, it was so for my mum, it was an event that triggered it, you know 
LW ZDV KHU EURWKHU SDVVLQJ DZD\ DQG « PD\EH ZKDW KDSSHQHG LQ KHU
childhood as welO , WKLQN LWPXVWEH  HYHQWVPXVW WULJJHU LWEXW ,GRQ¶W
WKLQNLW¶VDEODFNDQGZKLWHDVWKH\VD\RKLW¶VMXVWHYHQWVRULW¶VMXVWD
ELRORJLFDOWKLQJLW¶VSUREDEO\DFRPELQDWLRQRIWKHWZR,LPDJLQHVRPH
SHRSOH«ZHOO,LPDJLQHWKHVDPHZLWKHDWLQg disorders, I guess that can 
EHFODVVLILHGDVDPHQWDOKHDOWKLVVLOOQHVVFDQ¶WLW WKDWSUREDEO\LV
,¶PVXUHVRPHJLUOVDUHDQGER\VDVZHOODUHSUHGLVSRVHGWRKDYLQJ
eating disorders, but no doubt if you are a girl and going to an all girls 
boarding school where all the other girls have got eating disorders 
\RX¶UHPXFKPRUHOLNHO\WKDQLI\RX¶UHLQDGLIIHUHQWVLWXDWLRQVR\HDKLW
must be a combination of the two   
 
There is therefore a strong biographical element of lay understanding, and 
individuals draw upon their experiences to support their views. Views evolve 
over time as new experiences shape and reshape them; some participants 
contrasted their views now with their views when they were younger, shaped 
as they are now with new experiences and maturity, as well as a different 
context. For example:   
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Diane: QRZ, IHHOPRUHDZDUH WKDW  WKHUH¶VD ORWRIXQGHUO\LQJVRUWRI
hidden >HPSKDVLV LQ SDUWLFLSDQW¶V VSHHFK@ PHQWDO KHDOWK SUREOHPV WKDW
SHRSOH DUHQ¶W DZDUH RI UHDOO\ RU WKDW GRQ¶W  \RX ZRXOGQ¶W QHFHVVDULO\
know .. for sure that someone had a mental health problem whereas I 
think I used to feel that it was more obvious .. but I think that is a sort of 
age thing, sort of how people used to view mental health more .. but .. I 
find that hard to quite define um ... and I think as well when I was 
\RXQJHU , GLGQ¶W UHDOO\ KDYH DQ\ H[SHULHQFH RI DQ\RQH KDYLQJ DQ\
problems so .. people just sort of got on with stuff .. was the attitude to 
KDYH UHDOO\ VR >@ , WKLQN LW¶VXQWLO \RXDFWXDOO\ Fome across a person 
who has experienced something that .. I mean my niece had a boyfriend 
who was really nice, chatty person and seemed .. you know comparing 
him to other boyfriends that other of my nieces KDG KDG \RX WKLQN µRK
KH¶VUHDOO\QLFH¶EXWKHwould be very hyper and then it turned out that 
he had bipolar disorder and he had quite an episode at one point but .. in 
the past if someone had described .. a manic depressive to me I would 
KDYHWKRXJKWµRKWKDWZRXOGEHREYLRXVWRNQRZKRZVRPHERG\LV¶ and I 
WKLQNLQWKDWVHQVHMXVWEHLQJPRUHDZDUHDQGDOVRWKDWWKHUH¶VQRWVR
PXFKVWLJPDWR,GRQ¶WWKLQNWKHUH¶VDVPXFKVWLJPDDVWKHUHZDVLQWKH
SDVWZKHQSHRSOHZRXOG,GRQ¶WNQRZQRWWDONDERXWVWXII,PHDQWKDW
would be the same for a lot of illnesses perhaps .. and .. that people make 
more effort perhaps to accommodate people in the community and you 
know that at one time someone .. I mean he had a very bad episode he 
had to be sectioned for a while but that would have been like .. in my day 
>ODXJKV@ LI WKDW ZRXOG¶YH EHHQ P\ ER\IULHQG P\ SDUHQW¶V ZRXOG KDYH
WKRXJKW µRK ZRZ¶ \RX NQRZ WKDW VRUW RI  LW¶V VRPHWKLQJ WKDW \RX MXVW
FRXOGQ¶W FRQWHPSODWH KDSSHQLQJ DQG WKHQ  EXW WKDW GHHS GRZQ WKDW
person was still normal [makes sign for inverted commas] you know ... 
DQG,VD\QRUPDOLWVRXQGVDELWWKDWGRHVQ¶WVRXQGULJKWEXW\RXNQRZ,
think that in the past that would have been .. you would have felt that .. 
that there was perhaps no hope for that person whereas I feel that 
perhaps that thHUH¶VDOLWWOHELWPRUHXQGHUVWDQGLQJDQGDOLWWOHELWPRUH
sort of hard to express ... acceptance maybe of people  
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This excerpt shows the combined effect of these different temporal influences 
± her experiences (in this case, her niece¶VSDUWQHUPDWurity and a changing 
social context ± that have culminated in her views evolving to their present 
state. Understanding around mental health is therefore an evolving 
SKHQRPHQRQRQHWKDWJURZVDQGFKDQJHVDORQJVLGHDSHUVRQ¶VELRJUDSK\ 
As well as derivinJIURPSHUVRQDOH[SHULHQFHSDUWLFLSDQWV¶YLHZVDOVR
appeared to contain an additional dimension that is not easily encapsulated in 
one word or description, but that could be similar to that of Williams and 
&DOQDQ¶VSHUFHLYHGµPRUDOSKLORVRSK\¶(1996, p.51) that was apparent in their 
own data. What is apparent in the data is that participants expressed views 
LQGLFDWLYHRIDQXQGHUO\LQJµVHQVHRIWKHZRUOG¶OLQNLQJWKHLUYLHZVWRDEURDGHU
existential viewpoint in some way. For example, when discussing what 
services he might use (and therefore which he might not use) Phil expressed a 
view around psychoanalysis that linked into a broader view about overcoming 
problems:  
 
Sue: is there any services or other types of help that you would steer 
clear of  
Phil: uh ,ZRXOGQ¶WVRUWRIMXVWUXQP\VHOIWRDSV\FKRDQDO\VLVRIIRQD
ZKLPEHFDXVH,MXVWGRQ¶WDJUHHZLWKWKDWWREHKRQHVWQRWMXVWXP\RX
NQRZOLNHLQ$PHULFDµRK,¶YHJRWVHHP\SV\FKRWRGD\¶ZKDWHYHULW LV
no no no WKDW¶V  LW¶V D JDPH \RX¶YH JRW WR cope with these things 
\RXUVHOI\RXNQRZ\RXGRQ¶WZDQWVRPHERG\UXPPDJLQJDURXQG LQ WKH
corners of your brains just for no reason you know what I mean 
>HPSKDVLVLQSDUWLFLSDQW¶VVSHHFK@ 
Sue: [...]  so if you were feeling really distressed yourself, is there 
anywhere that you might seek help  
Phil: RK LQ P\ VLWXDWLRQ ,¶G SUREDEO\ WDON WR D PRQN XP EHFDXVH \RX
have dharma, which is .. see %XGGKLVP LV QRW D UHOLJLRQ LW¶V D ZD\ RI
living and with dharma you have the correct way and the wrong way of 
doing things and if you speak to the correct monk, not every monk would 
KHOS\RX WKH\¶OOJLYH\RXVROLGDGYLFHDQG«KRZ WRFRSHZLWKFHUWDLQ
VLWXDWLRQV LI \RX¶YH JRW D SUREOHP ZLWK LW  DQG  , ILQG WKDW SUREDEO\
would solve my particular things yeah 
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Phil suggHVWVWKDWFRSLQJLVSDUWRIDµJDPH¶WKDWLQGLYLGXDOVPXVWSOD\DQGWKDW
intervention (i.e. VRPHRQH HOVH µUXPPDJLQJ DURXQG LQ WKH FRUQHUV RI \RXU
EUDLQ¶ LV QRW KRZ WKH µJDPH¶ VKRXOG EH SOD\HG +LV YLHZV DURXQG KLV RZQ
help-seeking tie in with his BuddhisPLQOLQHZLWKKLVµZD\RIOLYLQJ¶DFFRUGLQJ
WR GKDUPD 7KLV VHQVH RI XQGHUO\LQJ µZRUOG YLHZ¶ GRHV QRW RQO\ DSSO\ WR
religion however, and Michelle provides a different example related to her 
VHQVHRIVHOIDVDµGR-HU¶0LFKHOOHUHODWHVWKLVWRKHUFKLOGKRod and her family 
members being social workers: 
 
Michelle: , WKLQN  EHFDXVH ,¶YH JRW SDUW RI WKH >SV\FKRORJ\@ GHJUHH
NQRZOHGJHDQGP\PXPDQGEURWKHUDUHVRFLDOZRUNHUV WKH\¶YHDOZD\V
been the .. if you came home from school and something was wrong, it 
ZDVQHYHUµRKQRKRZWHUULEOH¶LWZDVDOZD\VOLNHµZHOOZK\GLGQ¶W\RX
GR WKDW¶ RU OLNH µGR WKDW¶ ,¶YH DOZD\V FRPH IURP OLNH D UHDO SUREOHP
VROYLQJIDPLO\LW¶VQHYHUEHHQMXVWVLWWKHUHDQGZDOORZDERXWLWLW¶VOLNH
µGRVRPHWKLQJ¶VR,NLQGRIGRQ¶WKDYe much sympathy when other people 
GRQ¶WGRVWXIIVR,¶PNLQGRIOLNHµZHOOZK\GRQ¶W\RXGRWKDW¶DQG,WKLQN
WKDWLW¶VMXVWP\QDWXUH 
   
Michelle relates her actions towards the experience of problems (including 
GLVWUHVVWRKHUµOLIHYLHZ¶WKDWVKHJDLQed through having a family environment 
where problems were not so much given sympathy as an appeal to action. Her 
views around mental health problems contain frequent references to the actions 
of individuals themselves and individual responsibility for one¶V RZQ ZHOO-
being. Whether an individual attributes their particular views to religion, 
XSEULQJLQJ RU WKHLU DSSURDFK WR µOLIH¶ SDUWLFLSDQWV¶ WDON DURXQG LOOQHVV DFWLRQ
contains some form of philosophical underpinning that coexists alongside their 
understanding that is derived from experience and education.  
Leading on from the above, understanding around mental health can be 
YLHZHG DV LGLRV\QFUDWLF 3DUWLFLSDQWV¶ YLHZV FRQWDLQHG SKUDVHV WKDW FRQYH\ D
sense of vagueness, alluding to processes they do not understand but that 
participants still have a sense of. For example, when Sarah was discussing what 
might cause mental health problems, she said:  
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Sarah: it could be something really major like it could be a death 
perhaps or .. an incident or .. something like that .. it could be medical .. 
VR\RXNQRZZKDWHYHU¶VKDSSHQLQJLQWKHEUDLQJRHVIXQQ\ 
 
6DUDK¶VYLHZVDURXQGFDXVDWLRQLQFOXGHGDVLJQLILFDQWHOHPHQWRIµOLIHSUREOHPV¶
as a cause of problems, and the process by which this leads to mental health 
SUREOHPVLVXQGHUVWRRGDVµZKDWHYHU¶VKDSSHQLQJLQWKHEUDLQJRHVIXQQ\¶6KH
HPSOR\VDSKUDVH WKDWFRQYH\VDSURFHVVVKHGRHVQ¶WXQGHUVWDQGEXW WKDWVKH
thinks happens nonetheless. A similar vagueness is employed by Anthony who 
views life problems as being a major cause of mental health problems. He 
HPSOR\VWKHWHUPµUXSWXUH¶LQVRPHRQH¶VOLIH WRFDSWXUHDSURFHVVE\ZKLFKD
VLJQLILFDQWDQGWUDXPDWLFHYHQWWKDWFDXVHVDUXSWXUHLQWKHSHUVRQ¶VOLIHPLJKW
cause a similar rupture in the mind; when asked to speak more about causation 
he responds:  
 
Anthony: there are people who maybe are born with some sort of mental 
GHIHFW XP « KHUHGLWDU\ WKLQJV XP , LPDJLQH H[LVW DV ZHOO EXW , GRQ¶W
know I think for a lot of people maybe it is things that happen .. some sort 
of trauma they experience make them uh, kind of have some sort of 
malfunction in the mind 
 
$JDLQ $QWKRQ\ XVHV D SKUDVH WKDW LV YDJXH LQ LWV GHVFULSWLRQ µVRPH VRUW RI
PDOIXQFWLRQ LQ WKHPLQG¶EXWQRQHWKHOHVVGHVFULEHVDSURFHVVKHSHUFHLYHVDV
taking place that marries the social to the biological. Participants frequently 
spoke about a mixture of causation, from social causes through to biological 
and genetic explanations, and these combinations are able to sit alongside each 
other through reference to GLIIHUHQW XQNQRZQ SURFHVVHV 3DUWLFLSDQWV¶
understanding included contradictions, and combinations of different 
paradigms fused together to form a whole that was coherent to the participant. 
Participants drew from different sources of information relating to mental 
health, for example: workplace training, education, television, films and the 
internet (to name but a few). This included current campaigns addressing the 
prevalence of mental health problems within the population, a campaign that 
was quoted by a number of participants:  
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Kate: I was in the waiting room and there was like lots of posters and 
stuff, and there was one and I remember the statistic I thought it was 
DPD]LQJLWZDV5XE\:D[RQWKHFRYHU«,PLJKWKDYHJRWWKLVVOLJKWO\
wrong now .. one in five people suffer from dandruff, one in four people 
VXIIHUIURPGHSUHVVLRQDQG,ZDVOLNHµRKP\WKDW¶VDKXJHDPRXQWRQH
LQIRXUSHRSOH¶ 
 
Understanding is therefore derived from a variety of sources, and participants 
are likely to reflect their differing exposure to these different sources. As a 
result of the various different influences that shape lay understanding, 
SDUWLFLSDQWV¶ XQGHUVWDQGing is highly idiosyncratic; whilst there are 
commonalities that are addressed below, there are also many differences, with 
HDFK SDUWLFLSDQW¶V XQGHUVWDQGLQJ FRQWDLQLQJ DQ µLQWHUQDO ORJLF¶ ZKHQ YLHZHG
according to their experiences and viewpoint.   
 
Discussion  
The findings described above echo the literature around the nature of 
lay understandings. Blaxter (2010) points out that lay knowledge is partly 
VKDSHG E\ D SHUVRQ¶V KLVWRU\ DQG GDWD LQ WKLV VWXG\ LV VLPLODUO\ JURXQGHG LQ
LQGLYLGXDOV¶ ELRJUDSKLHV :KHUH SDUWLFLSDQWV¶ YLHZV DSSHDUHG WR KDYH EHHQ
shaped by their experiences to some extentWKLVDOVRILWVLQZLWK%XU\¶V(1997) 
description of lay knowledge as being shaped by the health experiences of the 
PHPEHUV RI DQ LQGLYLGXDO¶V FRPPXQLW\. Bury (1997) describes a lay 
epidemiology that individuals draw upon, when thinking about health and 
LOOQHVV $V PHQWLRQHG LQ WKH OLWHUDWXUH UHYLHZ %XU\ SRLQWV WR WKH µORRVHO\
RUJDQLVHG DQG IOXLG FKDUDFWHU¶ (Bury 1997, p.31) of lay views that cannot be 
SODFHG ZLWKLQ D µVLPSOH H[SODQDWRU\ IUDPHZRUN¶ (Bury 1997, p.32), and the 
GDWDSURYLGH VXSSRUW IRU WKLV+HDOVRGHVFULEHV µFXOWXUDO UHSHUWRLUHV  LQ WKH
IRUPRI µSXOOGRZQPHQXV¶¶ (Bury 1997, p.32) that individuals draw upon to 
explain their health beliefs, a stock of perspectives that reflect the context and 
DOVR WKH KLVWRU\ RI LQGLYLGXDOV %XU\¶V ZRUN SRLQWV WR WKH LQKHUHQWO\
biographical and contextual nature of lay understanding, in line with the 
idiosyncratic understanding found within this study. It is clear from the data 
that contradiFWLRQZLWKLQYLHZVWKDWLVYLHZVWKDWPD\FRQWDLQµFRQWUDGLFWLRQ¶
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when considered from a particular theoretical perspective), and mixing of 
paradigms, is not problematic in the eyes of participants. The data points 
towards the likelihood that individuals are able to live with contradiction 
within their understanding, and that behaviour relating to illness is acted out in 
accordance with the sense that it makes to the individual in line with their 
understanding ± however idiosyncratic this might be when compared to a 
professional paradigm. Hypothetical illness behaviour will be discussed in 
more detail below. An interpretivist framework (as supported by Dingwall 
(1976)) appears to be the most suitable in terms of accessing lay understanding; 
LQGLYLGXDOV¶ KHDOWK EHOLHIV PDNH VHQVH WR WKRVH LQGLYLGXDOV 'Lngwall (1976) 
stressed the importance of understanding lay epistemologies. He suggests:  
 
A prime task of the medical sociologist is, then, the study of how both 
OD\ SHUVRQV DQG µSURIHVVLRQDOV¶ WKHRULVH DERXW WKH KXPDQ ERG\ DQG LWV
operations and management. From the point of view of the sociologist, 
all such theories have an equal epistemological status. Taken in context 
they are all equally sensible, rational and reasonable. This does not 
FRPPLWXVWRUHJDUGLQJWKHPDVHTXDOO\HIILFDFLRXVLQDFKLHYLQJDFWRUV¶
goals (Dingwall 2001, pp25-26) 
 
Thus he argues that lay understanding should be viewed as rational, when 
taken in context of its deployment, and the data is supportive of this viewpoint.  
Individual responsibility is a common feature in lay understanding 
(Blaxter 2010), imputing blame and moral responsibility to individuals who 
become ill, and this is evident in some of the interviews. This touches on 
discussion of the moral dimension (Blaxter 2010, Radley and Billig 1996) of 
talk around health and illness; whilst this did appear within interviews, it did 
not form a significant theme, and this aspect will not be further addressed here, 
suffice to say that when discussing illness, Blaxter (1990, 2010) points out that 
the degree of blame attributed to an individual (for their illness) varies 
according to the type of illness being discussed, and its proximity to the 
VSHDNHU¶VRZQOLIH 
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How do individuals view mental ill health? Negotiating continuums 
EHWZHHQµQRUPDOLW\¶DQGWKHµVWUDQJH¶ 
Having discussed the nature of lay understandings, I will now turn to 
the content, and will then conclude with a discussion of what relevance this 
content might have. The interview schedules, as mentioned in chapter 3, 
focused on attemSWLQJ WR REWDLQ SDUWLFLSDQWV¶ UHVSRQVHV DURXQG WKH IROORZLQJ
VSHFLILFDVSHFWVUHODWLQJWRPHQWDOKHDOWKGHILQLQJµPHQWDOKHDOWK¶DQGPHQWDO
health problems; what might cause mental health problems; what might 
improve them (inclusive of treatment, but withRXW DSSO\LQJ D µWUHDWPHQW¶
framework from the outset); where participants might seek help, or advise 
VHHNLQJKHOSZKHWKHUWKHUHZHUHDQ\VSHFLILFµWULJJHUV¶VLJQVRUWKUHVKROGVRI
distress that might trigger seeking help (or advising seeking help); what help do 
participants think is available. Latterly, the schedule evolved to include how 
participants would feel if offered psychological therapies, although responses 
to this are considered in chapter 6. The following section provides an analysis 
of the pertinent themes that arose from these areas of questioning, and 
culminates with a discussion of the utility of understanding lay knowledge.  
  
'HILQLQJµPHQWDOKHDOWK¶ 
3DUWLFLSDQWVZHUHDVNHG WRGHILQHWKHWHUPµPHQWDOKHDOWK¶ WRVHHKRZLW
was conceptualised. There was variety amongst definitions, and three types of 
definition were found amongst the lay group:  
 
1. Mental health as a continuum relating to well-being: a continuum between 
good and bad mental well-being, for example:  
 
Sue: how would you define the term mental health  
Michelle: um .. ,JXHVVLWZRXOGUHODWHWRNLQGRIOLNHFDXVHLW¶VQRWMXVWD
EDGWKLQJLW¶VMXVWWKHVWDWHRI\RXUPHQWDOZHOOEHLQJDQGEHKDYLRXUVDW
DQ\JLYHQWLPH , WKLQNWKDW¶VKRZ,¶GGHILQHLWVR\RXFRXOGKDYHJRRG
mental health or bad mental health, I think 
 
2. Mental health as a continuum relating to well-being, and including the brain 
and the intellect: a continuum between good and bad mental well-being, also 
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encompassing difficulties associated with changes in or damage to the brain 
VXFKDV$O]KHLPHU¶VDQGLQtellectual difference (such as autism), for example: 
 
Sue: how would you define mental health  
Dennis: ZKDWIURPEHLQJIXOO\PHQWDOO\KHDOWK\DQG« 
Sue:yeah  
Dennis: VRPHERG\OLNHPHZKR¶VMXVWDOLWWOHELWPDG>ODXJKV@«ZHOO
you get like the top end DQG WKHQ \RX JHW VRPHERG\ ZKR  ZKR¶V ROG
PD\EHROGHUZKR¶VJRLQJWRJHWGHPHQWLDDQG$O]KHLPHU¶VIRUJHWIXOQHVV
and then you get the people in the middle with the other problems that I 
VSRNHDERXW\RXNQRZVHOIKDUPLQJXQVWDEOH,WKLQNDORWRILW¶s down 
to .. stress .. modern living .. um .. some people can handle it some people 
FDQ¶W 
Sue: DQGZKHQ\RXVDLG\RX¶YHJRWWKHWRSHQGZKDWGR\RXPHDQE\WKH
top end  
Dennis: well, somebody who would be classified as normal  
 
3. Mental health as a category of illnesses: this includes a range of different 
mental health problems, focusing only on the notion of disorder (i.e. excluding 
positive well-being), for example: 
 
Sue: how would you define mental health?  
Anthony: um would it be some kind of illness ± ,NQRZWKDW¶VNLQGRID
ELJ ZRUG EXW  LQ WKH PLQG VR  VRPHWKLQJ WKDW¶V VWRSSLQJ WKHP
functioning in the mind in a normal way, normal being in inverted 
commas so .. 
Sue: ok so .. do you know of what you might consider a cause of that  
Anthony: a cause of a mental health .. uh .. probably some sort of like 
UXSWXUHLQLQVRPHRQH¶VOLIHFRXOGFDXVHWKHPWREHFRPHPHQWDOO\LOO,
suppose 
 
The most common response amongst the lay category was the third, that of the 
notion of disorder alone. When speaking to the recent help-VHHNHUVSDUWLFLSDQWV¶
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responses included a fourth definition, which was the most common amongst 
help-seekers: 
 
4. Mental health as some kind of fear/vulnerability that everyone has to some 
extent: Mental health (or the potential for mental ill health) is something that 
affects us all, for example:  
 
Sue: KRZ\RXZRXOGGHILQHWKHWHUPPHQWDOKHDOWK«DQGZKDW\RXWKLQN
about it  
Sally Anne: KRZZRXOG,GHILQH« 
Sue: mental health  
Sally Anne: my mental health or in general  
Sue: in general yeah  
Sally Anne: RK,GRQ¶WNQRZ,GRQ¶WNQRZPHQWDOKHDOWKLQJHQHUDO«,
WKLQNZH¶YHDOOJRWPHQWDOKHDOWK LVVXHVKDYHQ¶WZH«HYHQ7RQ\%ODLU
KDG PHQWDO KHDOWK LVVXHV « \RX NQRZ  , WKLQN ZH¶YH DOl got mental 
KHDOWKLVVXHV\RXNQRZZKDWXSVHWVRQHGRQ¶WXSVHWDQRWKHU 
 
Mental health is defined as an all encompassing term by those who view 
LW DV D FRQWLQXXP WKH ILUVW DQG VHFRQG GHILQLWLRQV WKH µZHOO¶ DUH LQFOXGHG
DORQJVLGH WKHµLOO¶DQGE\ WKRVHZKRYLHZLWDVDQ LQHYLWDEOHSDUWRI OLIH WKH
fourth definition; i.e. that it pertains to vulnerability and that everyone is 
vulnerable or struggles in some way). The most common definition amongst 
the lay respondents is one that defines mental health as a broad category 
relating to illnesses or problems that are solely negative (i.e. this is a separate 
FDWHJRU\IURPµZHOOQHVV¶DQGDSSOLHVRQO\WRDVSHFLILFJURXSRISHRSOHZKR
are experiencing mental health problems. 
The excerpt given above to illustrate the third definition, mental health as 
a category of illness, shows the pDUWLFLSDQWFRQIODWLQJWKHWHUPµPHQWDOKHDOWK¶
ZLWKµPHQWDOLOOQHVV¶7KHH[DPSOHJLYHQDERYHZDVQRWDQLVRODWHGFDVHDQGLW
must be borne in mind that conflation of terms occurs. For this reason, there 
were times when more than one term was offered, in order to see if differences 
existed in how they were understood (i.e. DIWHU GHILQLQJ µPHQWDO KHDOWK¶
SDUWLFLSDQWV ZHUH WKHQ DVNHG WR GHILQH µPHQWDO LOOQHVV¶ 7KH WHUPV
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µSV\FKRORJLFDOGLVWUHVV¶DQGµHPRWLRQDOGLVWUHVV¶ZHUHDOVRGLVFXVVHGDORQJVLGH
µPHQWDO KHDOWK SUREOHP¶ LQ RUGHU WR SUREH ZKHUH GLIIHUHQFHV LQ SHUFHSWLRQ
might lie between the concepts. This was initially to discover whether extreme 
GLVWUHVVZDVYLHZHGGLIIHUHQWO\WRµPHQWDOKHDOWKSUREOHPV¶RUQRW5HVSRQVHV
suggest that the two are frequently perceived as one and the same, although 
ZKHQGLVFXVVLQJEHKDYLRXU WKDW VHHPHG µLUUDWLRQDO¶RUGLIILFXOW WRXQGHUVWDQG
WKLV ZDV YLHZHG GLIIHUHQWO\ WR µGLVWUHVV¶ +RZHYHU WKLV LV QRW WR VD\ WKDW
SDUWLFLSDQWVQHFHVVDULO\YLHZH[WUHPHGLVWUHVVDVDµPHQWDOKHDOWKSUREOHP¶EXW
UDWKHUWKDWWKHWHUPµPHQWDOKHDOWK¶PD\EHXVHGWRFRPPXQLFDWHGHVFULEHDQG
articulate extreme distress and misery. This does not imply that individuals 
QHFHVVDULO\SHUFHLYHWKDWH[WUHPHGLVWUHVVLVDµPHGLFDO¶SUREOHP2QHH[DPSOe 
of this occurred during an interview with Sadie, after she described a period 
during which she thinks she suffered from depression: 
 
Sue: so um, if we look back at um .. defining mental health then so .. 
\RX¶YH H[SHULHQFHG ZKDW \RX¶G FDOO OLNH D WRXFK RI depression but you 
GLGQ¶WWKLQNLWZDVUHDOO\UHDOO\VHULRXV 
Sadie: VHYHUH\HDK«EHFDXVH,¶GQHYHUIHOWLWEHIRUHEXWQRZ,¶YHEHHQ
down in the past, I know that yeah, I think I was depressed then, to not 
get out of my .. I used to stay in bed all weeNHQGDQGZRXOGQ¶WHDWGULQN
or anything yeah I know I was .. I did suffer a little bit of depression then 
I do believe I did yeah  
Sue: so um what do you think causes depression or other mental health 
problems  
Sadie: LW¶VGLIIHUHQWIRUHYHU\ERG\WKRXJK LVQ¶WLWVRPHSHRSOHFDQGHDO
with things differently like .. to me it would be .. my relationship breaking 
GRZQWKDWFDXVHGPHWREHGHSUHVVHG«XPPRQH\SII>VLJKH[KDODWLRQ@
,WKLQNWKDW¶VDELJRQHLVQ¶WLWVRUWRIORVLQJ\RXUKRXVHPD\EHORsing 
\RXU MRE ZRUN SII OLIH LQ JHQHUDO FDQ GUDJ \RX GRZQ FDQ¶W LW EXW ,
would say mainly .. you know, money, probably not happy in a job, um 
UHODWLRQVKLSV , ZRXOG VD\ WKDW RQH ZRXOG SUREDEO\ EH  µFDXVH WKH
PDMRULW\RIP\IULHQGVZKHQWKH\¶YHEHHQGRZQLW¶VWKURXJKµFDXVHRI
relationships so to me I would say .. relationships..  
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+HUH6DGLHWDONVDERXWEHLQJµGRZQ¶DQGWKHGLIIHUHQWFDXVHVRIWKLVLQGLFDWLQJ
that she is talking about misery and not necessarily a definable medical 
diagnosis; she refers to her own period of depression (as she terms it) and then 
when asked to discuss the causes of depression, she appears to revert to 
GLVFXVVLQJXQKDSSLQHVVDQGEHLQJµGRZQ¶,WDSSHDUVWKDWVKHYLHZVWKHWZRDV
one and the same, although potentially at different places on a continuum. The 
ERXQGDULHV EHWZHHQ ZKDW SDUWLFLSDQWV YLHZHG DV µPLVHU\¶ DQG ZKDW WKH\
YLHZHGDVDµPHQWDOKHDOWKSUREOHP¶ZHUHSRWHQWLDOO\PRYHDEOHZLWKODQJXDJH
drawn from one to refer to the other. So, whist participants may have viewed 
mental health problems and extreme distress as interchangeable, this may 
SDUWO\UHIOHFWWKHODQJXDJHXVHGWRDUWLFXODWHGLVWUHVV3DUWLFLSDQWV¶YLHZVDERXW
the differences between the two will be discussed more below. 
 Participants referred to a broad spectrum of problems that fall within 
WKHUHPLWRIµPHQWDOKHDOWK¶:KHQGHILQLQJZKDWPLJKWIDOOZLWKLQWKLVUHPLW
SDUWLFLSDQWV¶WDONWRRNWKUHHPDLQIRUPV 
x specific diagnoses such as schizophrenia  
x how distress might be experienced/manifested such as an inability to 
µFRSH¶ 
x observable behavioural difference that include a stereotype of 
µVRPHRQHFUD]\ZDONLQJDORQJWKHVWUHHW¶'LDQH 
 
:KLOVW EHKDYLRXUDO µVWHUHRW\SHV¶ ZHUH UHIHUUHG WR VXFK DV WKDW MXVW JLYHQ E\
'LDQHSDUWLFLSDQWV¶WDONWHQGHd to focus around depression and problems they 
have observed and experienced within their community; behavioural 
stereotypes did not form the majority of what was discussed.  
 
,QGHQWLI\LQJRUFDWHJRULVLQJµPHQWDOKHDOWKSUREOHPV¶ 
 As mentioned above, the concept of a continuum between good and bad 
mental well-being was discussed when defining the concept of mental health. 
Participants frequently problematised the notion of normal (which was often 
accompanied by a gesticulation indicDWLQJ LQYHUWHG FRPPDV µQRUPDO¶ DQG
discussion around defining mental health overlapped with the idea of 
categorising, or identifyingPHQWDOKHDOWKSUREOHPVµ0HQWDOKHDOWKSUREOHPV¶
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as a category, were seen to encompass extreme distress (such as extreme 
sadness) or behavioural manifestations, both of which are placed on a 
FRQWLQXXP ZLWK µQRUPDO¶ 3DUWLFLSDQWV GLVFXVVHG WKH QXDQFHV EHWZHHQ
µQRUPDOLW\¶DQGµGLIIHUHQFH¶H[SORULQJWKHERXQGDULHVDQGGHVFULELQJRQHZLWK
reference to its comparison with the other.  
 $VPHQWLRQHGDERYHLQGHILQLQJWKHWHUPµPHQWDOKHDOWK¶SDUWLFLSDQWV
frequently referred to examples or experiences, and thus defined the concept 
with references to identification or interpretation of what they view as mental 
health problems. Discussion naturally moved towards how or when individuals 
PLJKW LQWHUSUHW VRPHRQH¶V GLVWUHVV RU EHKDYLRXU through a framework of 
µPHQWDO KHDOWK¶ RU QRW 7KH IROORZLQJ WKHUHIRUH LOOXVWUDWHV ZKHQ DQG LQ ZKDW
FLUFXPVWDQFHV LQGLYLGXDOV XVHG D IUDPHZRUN RI µPHQWDO KHDOWK¶ DERYH D
different explanation; the different examples comprise the nuances of what 
individuals said, and so not all examples applied to all participants, however 
WKH\DOOVKRZGLIIHUHQWZD\VRIQHJRWLDWLQJEHWZHHQµQRUPDO¶DQGµZRUULVRPH¶ 
 A cRPPRQDVVHVVPHQWRIZKHWKHU µPHQWDOKHDOWK¶ZDV DQ DSSURSULDWH
label was not necessarily the presence of distress or any kind of compulsion or 
EHKDYLRXU LQ LWVHOI EXW WKH H[WHQW WR ZKLFK D SHUVRQ¶V HYHU\GD\ OLYLQJ LV
affected by such issues. For example, Kate provides an interesting illustration 
of a continuum, in relation to experiencing compulsions:  
 
Sue: so how would you define the term mental health 
Kate: RKFULNH\« ,JXHVVZKHQ WKHUH¶V VRPHWKLQJ ZLWKDSHUVRQDQG
LW¶VQRWDSK\VLFDOLOOQHVVLW¶VD \RXNQRZLW¶VVRPHWKLQJLQWKHLUPLQGVR
LW¶VDIIHFWLQJ WKHLUGD\ WRGD\ EHLQJEXW LQVRUWRI OLNHKRZLW¶V ZHOO
affecting their mental state sort of thing I know about my cousin¶V2&'
HYHQ WKRXJK KH¶V D SHUIHFW VSHFLPHQ RI  ZHOO KH¶V UHDOO\ healthy and 
HYHU\WKLQJ EXW KH FDQ¶W OHDYH WKH KRXVH ZLWKRXW IOLFNLQJ DOO WKH OLJKW
VZLWFKHV RU VRPHWKLQJ OLNH WKDW VR , WKLQN  ZKHQ LW¶V EDG HQRXJK LW¶V
DFWXDOO\DIIHFWLQJ\RXUGD\WRGD\EHLQJ,GRQ¶WKDYHDQ2&'EXW,GR
have a tendency sometimes to be like .. oh well if I tap the table ten times 
,¶OOGRZHOOLQP\H[DPEXWWKDW¶VVRUDUHLQRFFXUUHQFHLWGRHVQ¶WDIIHFW
PHRQDGD\WRGD\EDVLVVR,GRQ¶WWKLQN,VXIIHUIURPLWEXW,WKLQNZKHQ
VRPHWKLQJ¶VDFWXDOO\KDYLQJUDPLILFDWLRQVHYHU\GD\.. 
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7KHERXQGDU\DWZKLFKGLVWUHVVDQGRUXQXVXDOEHKDYLRXUEHFRPHVDµSUREOHP¶
is when it affects daily living, and the extent to which it affects daily living. 
,QGHHG $QWKRQ\ SURYLGHG D GLIIHUHQW LQWHUSUHWDWLRQ RI µQRUPDOLW\¶ DQG
µGLIIHUHQFH¶WKDWDOORZV for greater inclusion of difference within a framework 
of normality. Anthony discusses the importance of viewing behaviour in its 
context: 
 
Sue: what if any sign might uh move you towards suggesting someone 
seeks help? 
Anthony: [..]  definitely behaviour out of the ordinary um .. yep but I 
suppose you would need to see some lots of behaviour in context as well .. 
RI ZKDW WKH\¶UH PD\EH JRLQJ WKURXJK DW WKH WLPH VR ORWV RI SHRSOH  ,
know lots of my friends are all really stressed at exams and people are 
GRLQJUHDOO\VWUDQJHWKLQJVWKDWPD\EHWKH\ZRXOGQ¶WXVXDOO\GRXPEXW,
GRQ¶W WKLQN WKH\¶UH DOO PHQWDOO\ LOO , MXVW WKLQN WKH\¶UH VWUHVVHG DQG
XP «EHKDYLRXU NLQG RI GRHV FKDQJH EDVHG RQ FRQWH[W EXW  PD\EH
outside of that context it wRXOGEHDELWVWUDQJHEXWLQVLGHLWLW¶VRN 
 
The above two examples show participants grappling with defining or 
LGHQWLI\LQJZKHWKHU µXQXVXDO¶EHKDYLRXU FRXOGEH FRQVWLWXWHGDPHQWDO KHDOWK
problem, and suggesting where a boundary might lie. There is a common view 
that some XQXVXDO EHKDYLRXU LV µQRUPDO¶ DQG HVSHFLDOO\ LQ VSHFLILF FRQWH[WV
WKHUHLVDWKUHVKROGDWZKLFKSRLQWDSHUVRQ¶VEHKDYLRXUEHFRPHVWRRXQXVXDOWR
EHDFFRXQWHGIRUZLWKLQDµQRUPDO¶IUDPHZRUNDQGWKLVLQFOXGHVDQDVVHVVPHQW
such as the OHYHORILQWHUIHUHQFHZLWKDSHUVRQ¶VGDLO\OLIH 
Diane discusses a slightly different point relating to the acceptance of 
µXQXVXDO¶EHKDYLRXUDQGVXJJHVWVWKDWZKLOVWLWPD\EHWHUPHGDµPHQWDOKHDOWK
SUREOHP¶ LI LQGHHG WKH EHKDYLRXU LV ODEHOOHG LW LV not considered something 
WKDWLVDµSUREOHP¶LIWKHEHKDYLRXULVbenign: 
 
Diane: sometimes you can recognise that someone has .. does have a 
VOLJKW PHQWDO KHDOWK LVVXH LI \RX ZHUH WR GHILQH LW DV WKDW EXW LW¶V  LW
becomes part of who they are and as loQJDVLW¶VQRWKDUPIXOLQDQ\ZD\
>ODXJKV@WKHQ\RXVRUWRIOHWWKHPJHWRQZLWKLWDQG,GRQ¶WWKLQN\RX
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FDQ KHOS  LW¶V QRW WKDW VRPHWKLQJ FDQ KHOS LW¶V PRUH \RX IHHO WKDW
perhaps the other .. you as a person experiencing their behaviour 
sometimes are finding it more worse than they do being themselves 
really ...   
 
The above excerpt indicates that the identification of or defining of a mental 
health problem is in part mediated by whether there is any potential for harm 
(to the individual or to others7KHQRWLRQRI µQRUPDO¶ LV WKHUHIRUHYLHZHGDV
expansive and includes unusual behaviour based on whether it is benign, 
whether it is out of context and the extent to which it interferes with social 
functioning.  
Moving away from a discussion of more subtOHQXDQFHVEHWZHHQµZHOO¶
DQGµLOO¶WKHUHZHUHH[DPSOHVRIZKHQLQGLYLGXDOVZRXOGPRUHFOHDUO\DSSO\D
IUDPHZRUN RI µPHQWDO KHDOWK GLIILFXOW\¶ 2QH ZD\ LQ ZKLFK WKH WKUHVKROG
EHWZHHQµZHOO¶DQGµLOO¶ZDVSHUFHLYHGDVUHFRJQLVDEOHUHODWHGWREHLQJDEOHWR
discern specific behaviours, or changes in behaviour. Participants viewed a 
significant change in behaviour as indicative of a problem, as was the presence 
of self-injurious behaviour, significant changes in eating patterns and 
behaviour that was not intelligible within its context. In addition, behaviour 
that involved withdrawing from social activities and from other people was 
also viewed as indicative of an identifiable problem. Some notion of normality 
was ever-present as a yardstick against which deviation could be measured; 
difference was interpreted with reference to different mediating factors of 
potential harm, the extent to which an individual is able to engage with their 
daily life and obligations, the context of any change, and the extent to which 
their behaviour is intelligible and/or worrisome to the onlooker.  
 
'LIILFXOWLHVLQLQWHUSUHWLQJRQH¶VRZQGLVWUHVVWKHLPSRUWDQFHRIRWKHUFXHV 
 Whilst participants discussed potential ways of differentiating between 
the experience of distress (and the SUHVHQFHRIXQXVXDOEHKDYLRXUVDQGµPHQWDO
KHDOWK SUREOHPV¶ VRPH SDUWLFLSDQWV DOVR H[SUHVVHG FRQWLQXHG GRXEW DV WR
whether it would be possible or feasible to recognise this within oneself. Thus, 
the presence of specific cues was likely to help in identifying something that 
ZDV µSUREOHPDWLF¶ IURP VRPHWKLQJ WKDW ZDV QRW )RU 0LFKHOOH $QWKRQ\ DQG
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Diane, these specific cues were relating to the intervention of other people. For 
them, the act of seeking help was presumed to be less clear-cut, questioning 
whether the experience of distress would compromise their ability to know 
when best to seek help, or indeed their ability to engage in the act of seeking 
help for themselves. Michelle and Anthony in particular discuss the likely 
difficulty in understanding that something was wrong with themselves; that is, 
WKH\SRLQW WR WKH OLNHOLKRRGRI D ODFNRISHUVSHFWLYHRU LQVLJKW ,Q0LFKHOOH¶V
example, she suggests that the experience of mental health problems might in 
itself create a lack of insight; she has seen two friends experience some form of 
psychosis during which they experienced delusions, thus her views around a 
lack of insight is likely to be derived from this experience. Anthony suggested 
that it would be difficult to perceive changes within oneself, and that another 
SHUVRQ ZKR KDV D PRUH µREMHFWLYH¶ YLHZSRLQW ZRXOG EH DEOH WR GLVFHUQ
changes more easily. For Diane, she simply felt that if in a distressed situation, 
a person may be less able to help themselves than usual.  
Thus participants in the lay group speculate whether the act of seeking 
help is inhibited by the experience of distress and the potential difficulty of 
interpreting problems from the inside. In addition to help from other people, 
physical symptoms were also perceived as a clear indicator that something is 
µZURQJ¶ ,QGHHG 6DUDK D WHDFKHU WHOOV KHU RZQ VWRU\ RI VHHNLQJ FRXQVHOOLQJ
through her work, which was only initiated after a colleague suggested she do 
it; she was experiencing problems after a traumatic incident on a school 
excursion to another country:  
 
Sarah: ,NQHZ,ZDVQ¶WULJKWEXW,GLGQ¶WNQRZZKDWZDVZURQJLIWKDW
makes sense, you know, crying a lot, and although really I should have 
KDGWLPHRIIZRUNLQLWLDOO\DQGLWZDVQ¶W\RXNQRZLWZDVVWUDLJKWEDFNWR
it, you knoZ DOPRVW SXW XQGHU WKH PLFURVFRSH DQG , WKLQN , ZDVQ¶W
allowed the time to sort of process it correctly and then it was sort of 
VWUDLJKWEDFN LQWRDPDQLFHQYLURQPHQWDQG WKHQ  ,FDQ¶W WKLQNZKR LW
was.. it was one of my colleagues, who said Sarah, have you thought of 
WDONLQJ WRDQ\ERG\DQG , VDLG µZHOOZKR¶\RXNQRZDQG VKHZHQW µZHOO
\RXFDQWKURXJK¶FDXVHVKH¶VJRLQJWRVRPHERG\KHUHDWFROOHJHDQGVKH
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VDLGµZHOO\RXFDQHLWKHUVSHDNWRVRPHERG\WKURXJKFROOHJHRUWKH\XVH
independent providers for stDII¶DQG,WKRXJKWµRKZHOO,¶OOJLYHLWDJR¶ 
 
Sarah speculates that had she not been advised to speak to a counsellor, she 
would have waited for the summer holidays to see if a long time away from 
work might help. Indeed, she said that for herself, she would only seek help 
from a GP if her distress culminated in her experiencing physical symptoms 
such as sleeplessness or headaches, because these physical signs were an 
indication that something was actually wrong. Kate reflects on the difficulty of 
deciding at what point help should be sought, as she would wish to avoid 
µPDNLQJDIXVVRYHUQRWKLQJ¶ 
 
Kate: I do think that is one of the biggest challenges like .. oh when is it 
WKHULJKWWLPHZKHQLVLWµ,¶PMXVWFDXVLQJDIXVVRYHUQRWKLQJ¶RUZKHQLV
it liNHLWDFWXDOO\LVDUHDOSUREOHP«VR\HDKWRPHLWZRXOGMXVWKDYH
to be when it was stopping me doing things that I enjoyed and wanted to 
do and something that was actually playing around on my mind like you 
know, to the point where it was like really affecting me .. yeah I think that 
ZRXOGEHWKHSRLQWZKHUH,ZRXOG«WKLQNRNMXVWWDONLQJWRVRPHERG\
RQHRIP\ IULHQGVZRQ¶WEH HQRXJK ,QHHG WRDFWXDOO\JRDQGJHW VRPH
SURIHVVLRQDOKHOSDERXWWKLV« 
 
Participants speculate that it is actually difficult to feel confident in knowing 
when a specific experience warrants (and might benefit from) help; for this 
reason, bodily signs are a more recognisable indicator that something is wrong 
(and that a doctor may be able to help), alongside the intervention of family or 
friends.  
 
Discussion 
In relation to defining mental health, the continuum-based definitions 
encompass notions of well-being. The first definition focuses on well-being 
specifically, as a continuum from good to bad. The second definition also 
includes deterioration of the brain, and difference in intellect (as examples) and 
thus is more wide-ranging than a focus on well-being. It relates to the brain 
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more generally, including its relation to mood well-being; it encompasses 
mental function. The third definition classes mental health as relating to a 
specific category of illnesses only; rather than encompassing mental well-being, 
the definition excludes positive states, and refers only to experiences that are in 
VRPHZD\µGLVRUGHUHG¶7KHIRXUWKGHILQLWLRQQHLWKHUUHIHUVVSHFLILFDOO\WRZHOO-
being, nor to illness, but rather to a vulnerability of some sort that is in 
everyone; phobia and fear are given as examples. There is variety in what the 
WHUPµPHQWDOKHDOWK¶PHDQVWRLQGLYLGXDOV  
When discussing mental health problems, individuals talked about 
H[WUHPHVRIHPRWLRQDQGRIEHKDYLRXU3DUWLFLSDQWV¶WDONDGGUHVVHGQXDQFHVRI
µQRUPDO¶ RU µXQSUREOHPDWLF¶ DQG µSUREOHPDWLF¶ 1HJRWLDWLQJ WKH ERXQGDULHV
between the two entails an interesting process that takes into account context 
DQG VHYHULW\ WKH GLIIHUHQW H[DPSOHV JLYHQ UHIOHFW GLIIHUHQW SDUWLFLSDQWV¶
responses ± no one participant expressed all three nuances. But the examples 
GRVKRZWKHEUHDGWKRIKRZµQRUPDOLW\¶DQGµGLIIHUHQFH¶PLJKWEHQHJRWLDWHG
seeking to understand the person and assess their problems before viewing 
such problems as mental health difficulties. This process enables normalisation 
RIHPRWLRQVDQGEHKDYLRXUVWKDWDUHHLWKHUSRWHQWLDOO\H[SODLQDEOHRUµEHQLJQ¶
RQO\ GLIILFXOWLHV WKDW DUH FRQVLGHUHG XQH[SODLQDEOH DQG µZRUULVRPH¶ DUH
considered appropriate for seeking help. Of course, the boundaries of what is 
considered explainable or worrisome are inherently socially defined, but 
nonetheless serve to provide some measure of assessment of whether 
VRPHRQH¶V HPRWLRQV RU EHKDYLRXUV DUH D µSUREOHP¶ RU QRW 7KXV ZKLOVW
normalisation is viewed as inhibiting the seeking of help ± indeed Zola (1973) 
argues that the most common response is delay of help-seeking ± Heath (1999) 
argues that it may also serve to keep distress that is manageable (or that may 
be self-limiting) outside of formal care. The data provide some insight into 
how individuals might negotiate a decision to seek care (or to advise the 
VHHNLQJRIFDUH ,QGHHGZKHQGLVFXVVLQJWKHµFOLQLFDO LFHEHUJ¶WKDW LVVDLGWR
H[LVW LW LV LPSRUWDQW WR FRQVLGHU ZKDW H[WHQW WKLV µLFHEHUJ¶ PLJKW HQFRPSDVV
GLIILFXOWLHV WKDW DUH YLHZHG DV µPDQDJHDEOH¶ ZKLOVW +HDWK DUJXHV WKDW WKH
process of normalisation is often beneficial (in that individuals may go on to 
recover without medical intervention), normalisation may also delay seeking of 
help for others. Intervening in this process (by attempting to redefine what 
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µDSSURSULDWH KHOS-VHHNLQJ¶ LV PD\ KDYH ERWK SRVLWLYH DQG QHJDWLYH
consequences by shifting the level at which distress is defined as being 
µQRUPDO¶ 
Certain aspects of the findings reflect what has already been discussed 
in literature around lay understanding of health more generally. In terms of 
LQGLYLGXDOV¶talk about mental health and when a label might be applied to an 
LQGLYLGXDO¶VH[SHULHQFHSDUWLFLSDQWVGLVFXVV WKH LGHDRIEHLQJDEOH WRDFKLHYH
RQH¶VGDLO\REOLJDWLRQVDQGRIEHLQJDEOHWRFRSH7KHVHDUHWKHPHVWKDWFKLPH
with the findings of Blaxter (1990) ± WKDW PDLQWDLQLQJ µIXQFWLRQDOLW\¶ LV D
salient indicator or wellness versus illness. The work of Pill and Stott (1982) 
IRXQG WKDW µEHLQJ DEOH WR FRSH¶ LV DQRWKHU NH\ LQGLFDWRU RI ZKHWKHU D health-
UHODWHG LVVXH LV FRQVWLWXWHG DV SUREOHPDWLF =ROD¶V (1973) µWULJJHUV¶ DSSHDU
VDOLHQW ZLWK UHJDUGV WR KRZ LQGLYLGXDOV FDWHJRULVH D SHUVRQ¶V H[SHULHQFH DV
SUREOHPDWLF WKH IROORZLQJ RI =ROD¶V WULJJHUV ZHUH SUHVHQW LQ WKH OD\
GLVFXVVLRQV µWKH perceived interference with social or personal relations; 
sanctioning; the perceived LQWHUIHUHQFH ZLWK YRFDWLRQDO RU SK\VLFDO DFWLYLW\¶
(Zola 1973, p.683, emphasis in original), comprising three out RIILYHRI=ROD¶V
WULJJHUV,QUHODWLRQWRKRZWRQHJRWLDWHZKDWLVµSUREOHPDWLF¶DQGZKDWLVQRW
some participants did express that physical symptoms provide a clear signal 
WKDW VRPHWKLQJ LV LQGHHG µZURQJ¶DQG WKHVDOLHQFHRISK\VLFDO V\PSWRPVKDV
been found in previous work (Pill et al. 2001, Prior et al. 2003). Deciding when 
WR FDWHJRULVH µQRUPDOLW\¶ RU µDEQRUPDOLW\¶ LQ UHODWLRQ WR EHKDYLRXU DQG
emotions is a process fraught with difficulty and implications, and physical 
V\PSWRPV SURYLGH DQ DQFKRU WR VRPHWKLQJ µUHDO¶ DQG D FXH WR DFWLRQ
Somatisation is therefore likely to remain a difficulty within consultations, as 
physical symptoms may provide the bedrRFNWKDWDSUREOHPDFWXDOO\µH[LVWV¶,Q
addition to physical cues, some participants suspect that it would be difficult to 
NQRZLQRQHVHOILIWKHUHZDVDFWXDOO\VRPHIRUPRIµSUREOHP¶DQGWKHUHIRUHWKH
intervention of others is perceived as potentially necessary. This provides the 
sanctioning that Zola (1973) refers to, but is also seen as potentially providing 
insight that an individual may have difficulty in achieving for themselves. 
 The language used to discuss mental health reflects the use of terms that 
DUHGUDZQIURPSURIHVVLRQDOGLVFRXUVHLQGHHGXVHRIWKHWHUPµPHQWDOKHDOWK¶
in the study might set the scene for this process. The experience of strong 
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emotions may be viewed through a professionalised discourse in line with De 
6ZDDQ¶V (1990) notion of proto-professionalisation. But, as I will discuss 
below, this does not necessarily mean that a medical framework is viewed as 
the most appropriate, or that medical treatment is desired; the use of 
terminology implies that it has become a way of articulating emotions, but this 
does not mean that a desire for medical treatment has also been internalised. I 
will discuss this in more detail below after I have presented what individuals 
believe to be useful in the event of mental health difficulties.  
This section provides original insight into the how individuals negotiate 
ERXQGDULHV EHWZHHQ µZHOO¶ DQG µLOO¶ LQ D FRQWHPSRUDU\ FRQWH[W :KLOVW WKH\
confirm previous findings relating to the salience of coping and functionality, 
this section provides deeper insight into how these are negotiated, and the 
extent to which individuals tolerate or do not tolerate problems in the absence 
RIFRQILUPDWLRQWKDWDµSUREOHP¶DFWXDOO\H[LVWV 
 
8QGHUVWDQGLQJDURXQGPHQWDOKHDOWKFDXVHVFXUHVDQGµFRQVLVWHQF\¶ 
:KDWµFDXVHV¶PHQWDOhealth problems? 
In terms of causation, participants spoke about a range of causes from 
biological to social explanations. The causes that featured most frequently in 
SDUWLFLSDQWV¶UHVSRQVHVZHUH 
- /LIH SUREOHPV YDU\LQJ IURP µQRUPDO¶ OLIH SUREOHPV VXFK DV 
relationship or financial problems, to extreme circumstances such as 
childhood sexual abuse) 
- Hereditary / genetic explanations 
- Toxic or harmful social environment  
- %LRORJLFDOLQFOXGLQJEUDLQLQMXU\KRUPRQDODQGµXQVSHFLILHG¶ 
- Individual coping style 
 
Some participants talked about the hereditary nature of certain illnesses such as 
ELSRODUGLVRUGHUZLWKUHIHUHQFHWRWKHFKDUDFWHURIµ6WDFH\¶IURPWKHWHOHYLVLRQ
SURJUDPPH µ(DVWHQGHUV¶ +RZHYHU WKH PRVW FRPPRQ SHUFHLYHG FDXVH RI
mental health problems was relating to social causes. This took various 
different guises; some participants referenced traumatic events that are 
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FRQVLGHUHG XQQDWXUDO WR D µQRUPDO¶ OLIH, such as child abuse, tragedy through 
early bereavement or other such interruption in a perceived µQRUPDO¶ OLIH
Dennis talks about a friend of his who was recently hospitalised following an 
episode of self-KDUP DQG KH PHQWLRQV KLV IULHQG¶V WUDXPDWLF XSEULQJLQJ DV
causing her current problems:  
 
Dennis: VKH¶VDIULHQGRIPHDQGP\ZLIH>@ZH¶YHDOZays thought that 
VKHZDVDELWKRZFDQ,SXWLWXQVWDEOH>@VKH¶VEHHQXQVWDEOHIRUD
ORQJWLPH«XKVKHKDGDUHDOO\poor upbringing, there was a lot of uh 
KRZFDQ , VD\«DEXVHJRLQJRQZLWKLQ WKH IDPLO\XK >@PRVWRI WKH
WLPH VKH¶V IDLUO\ VWDEOH EXW DSSDUHQWO\ VKH¶V MXVW  EORZQ >HPSKDVLV LQ
SDUWLFLSDQW¶VVSHHFK@ 
 
For some, these events occurring in childhood would constitute a pivotal factor, 
for others the occurrence of adverse events in adulthood might also result in a 
SHUVRQKDYLQJSUREOHPVWULJJHUHGE\VXFKHYHQWV7KHLGHDRIµWULJJHU¶HYHQWV
was also common iQ LWVHOI WKHVH DUH WR EH GLIIHUHQWLDWHG IURP =ROD¶V (1973) 
µWULJJHUV¶WRVHHNLQJKHOSHLWKHUWKDWDSHUVRQZDVILQHXQWLOWKH\H[SHULHQFHG
an adverse trigger event, or that a person may be susceptible to mental health 
problems but that the triggering event itself is what caused the problems to 
emerge (the idea being that a person may also have not had mental health 
problems, if the trigger event had not happened). For example, Nell recounts 
the story of a friend who experienced mental health problems:  
 
Nell: I think in her case it was set off by sort of a broken affair with a 
PDQEHFDXVHDVIDUDV,¶PFRQFHUQHGXSWRWKDWSRLQW,PHDQVKHZDVD
very intelligent woman she held a responsible job .. you know she was 
good company .. and then she met this particular man and she was 
absolutely .. and this was fairl\ODWHLQOLIHVKHZDVQ¶WD\RXQJZRPDQ
but she was very very taken and there was then some sort of trouble with 
WKH GDXJKWHU VKH FRXOGQ¶W JHW RQ ZLWK DQG LQ WKH HQG LW ILQLVKHG DQG ,
think she was devastated by that .. whether that started things off I GRQ¶W
know but I do know that that happened not too long before .. 
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7KHVH SDUWLFLSDQWV¶ LGHDV WKHUHIRUH VKRZ DQ LQWHUDFWLRQ EHWZHHQ HQYLURQPHQW
DQG D SHUVRQ¶V PHQWDO KHDOWK LQFOXGLQJ LQ FRQMXQFWLRQ ZLWK D ELRORJLFDO
SUHGLVSRVLWLRQ µ1RUPDO¶ OLIH SUREOHPV were also discussed (for example 
problems in relationships, and financial difficulties), causing problems where 
cumulative or simultaneous in particular. Whilst there was a significant 
HPSKDVLV SODFHG RQ D SHUVRQ¶V VRFLDO ZRUOG SDUWLFLSDQWV GLG DOVR WDON about 
biological predispositions that could not be avoided, and that some mental 
KHDOWKSUREOHPVPLJKWDULVHUHJDUGOHVVRIDSHUVRQ¶VHQYLURQPHQW 
A different perspective relating to the role of social causes in mental 
health problems, was that problems might develop depending upon the 
resilience or the coping style of the person experiencing problems. In this 
VFHQDULRPRUHµQRUPDO¶OLIHSUREOHPVLQFOXGLQJDYDJXHO\GHILQHGµKDUGOLIH¶
might trigger mental health problems in some but not others, depending upon 
WKDWSHUVRQ¶VLQGLYLGXDODWWULEXWHV,QWKHVHLQVWDQFHVSDUWLFLSDQWVWDONHGDERXW
coping styles, frequently mentioning their own ability to cope, or methods of 
coping, and how they might differ from someone who does not cope. For 
example: 
 
Sue: when I say mental health to you what do you think of?  
Phil: ,WKLQN«,KDGDXPWRXJKXSEULQJLQJDQG,IRXQG\RXHLWKHUFRSH
ZLWK LW RU \RXGRQ¶WDQGXP  \HDK , FRSHGZLWK LW  , ILQG WKDW WKLQJV
KDSSHQ ZKHUH SHRSOH PLJKW VRUW RI VWDUW JHWWLQJ ³RK QR what are we 
JRQQDGR´DQG,WKLQNFDOPGRZQ\RXNQRZZH¶OOILQGDQDQVZHUIRULW
DQG ,GRQ¶W OLNH WRPDNHSUREOHPVRXWRI WKLQJV , OLNH WREHDELWPRUH
SRVLWLYH DERXW LW DQG WKDW¶V WKH GLIIHUHQFH EHWZHHQ  SHRSOH KDYLQJ
mental problems and people not having mental problems, because people 
who ILQGHYHU\WKLQJ¶VDSUREOHP, HYHU\WKLQJ¶VDQREVWDFOHDQGVRPHWKLQJ, 
can snap sometimes and then maybe they .. find life difficult and um 
VRPHWLPHVWKH\JHWDELWRIKHOSDQGVRPHWLPHVWKH\GRQ¶WEXW« 
 
Phil suggests that mental health problems are related to coping style and the 
attitude that a person has to dealing with problems, illustrating his own attitude 
of remaining positive as being helpful. Dennis puts forward a similar view; 
although he talks much about biological causes (specifically, he has a parent 
152 
 
who has dementia), and about traumatic events as affecting people, he also 
OLQNVµZRUU\LQJ¶WRPHQWDOKHDOWKSUREOHPV 
 
Sue: KDYH \RX HYHU IHOW DW D SRLQW ZLWKLQ \RXUVHOI WKDW \RX¶YH EHHQ
worried about your own mental health or your own levels of distress 
Dennis: « PPP QRW UHDOO\ « ,¶YH KDG ZRUULHV EXW  XK  QR QHYHU
really had an area where I was worried about my mental heDOWKQR,¶YH
KDG VWUHVV SUREOHPV DQG ZRUU\ SUREOHPV  LW¶V XVXDOO\ DERXW RWKHU
SHRSOH « , ZRUU\ DERXW P\ ZLIH D ORW >mentions health problems] but 
WKDW¶VDQRWKHUPDWWHU>@LI,OHWLW,FRXOGOHWLWZRUU\PHDQGWKHQ,
would have a few problems EXW DV , VD\ ZLWK PHQWDO KHDOWK ,¶YH VHHQ
ZKDWFDQKDSSHQWRRWKHUSHRSOHWKHVWUHVVRIPRGHUQGD\OLYLQJLV«LW¶V
a big factor .. a lot of people dismiss it but I could get stressed out over a 
ORW RI WKLQJVEXW ,GRQ¶W  LI , VWDUWZRUU\LQJDERXW LW When I shall start 
slowing down, not doing things and then I could be ill myself so I just let 
it go over the top .. 
 
Thus excessive worry, derived from everyday life, can lead to mental health 
problems if not kept in check; Dennis talks about letting problHPVµJRRYHUWKH
WRS¶ RI KLP DQG WKH QHHG WR QRW WDNH RQ RWKHU SHRSOH¶V SUREOHPV WKXV KLV
coping style plays a big role in whether life problems might lead to mental 
health problems. Worrying ± and in particular, where this could be avoided ± is 
perceived as a potential cause of mental health problems, and something that 
an individual has control over. Anita discusses her own coping style as being 
µJRRG¶LQFRPLQJWRWHUPVZLWKEHUHDYHPHQWIROORZLQJWKHGHDWKRIKHUFKLOG 
 
Anita: you know in the end I VXSSRVH  ,¶YH MXVW JRW D JRRG FRSLQJ
mechanism touch wood, that you know I can manage to get through it 
ZLWKRXWUHVRUWLQJWR  ,¶YHMXVWKDGVRUWRIVXSSRUWQHWZRUNLQ WHUPVRI
my friends and other people like that that I can talk about it and I can 
talk about it I think a lot of people, they go through bereavement or other 
WKLQJVERWWOHLWDOOXSDQGWKHUHIRUHWKH\FDQ¶WWDONDERXWFHUWDLQWKLQJV
DQGWKDW¶VZKHUHDORWRI\RXU\RXNQRZSV\FKRORJLFDOWKLQJVPLJKW
KDSSHQ >@ ,¶P WDONLQJ DERXW bereavement but you know whether you 
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DFFHSWLWDQGLI\RXDFFHSWZKDW¶VKDSSHQHG\RXFDQPRYHRQDQGVRPH
SHRSOHFDQ¶WDFFHSWZKHWKHU LW¶VDQ\NLQGRI OLNH VHSDUDWLRQRUZKHWKHU
LW¶VDEHUHDYHPHQWZKHWKHULW¶VVRPHWKLQJHOVHWKDW¶VKDSSHQHGLQWKHLU
life .... if you can accept it and move on .. you learn to cope, however you 
FRSH ZKDWHYHU PHFKDQLVP \RX KDYH XP VRPH SHRSOH FDQ¶W DQG VR
WKHUHIRUH WKH\ERWWOH LWXSDQG WKH\FDQ¶W WDON WRDQ\ERG\DQG WKHUHIRUH
WKDW¶VPLJKWFDXVHDOOWKHVHRWKHUSUREOHms with.. you know, for them 
 
Anita talks about her support network and her own coping style as helping her 
WRDYRLGKHUGLVWUHVVEHFRPLQJDµSV\FKRORJLFDOSUREOHP¶ 
Bearing in mind that individual understanding is highly idiosyncratic, 
participants each held views that are discernibly different from one another, 
EDVHGXSRQWKHLUH[SHULHQFHVHGXFDWLRQDQGLQGLYLGXDOµSKLORVRSK\¶PHQWLRQHG
above; given the idiosyncratic nature of understanding, the commonalities 
described above are indicative of pervasive views that may frequently be 
drawn upon when considering action. Whilst biological factors, including 
KHUHGLWDU\ ZHUH PHQWLRQHG D SHUVRQ¶V VRFLDO ZRUOG DQG WKHLU EDFNJURXQG
were seen as playing the most significant role in relation to the development 
(or not) of mental health problems. This had different permutations such as the 
idea of trigger events (either on their own or interacting with biological 
predispositions), normal and/or adverse life events, and individual coping 
styles; the emphasis is upon social factors, with biological and psychological 
factors also playing a role.  
 
:KDWµKHOSV¶PHQWDOKHDOWKSUREOHPV 
When discussing what might help mental health problems, participants 
discussed medical and non-medical resources. I will discuss broadly what 
individuals think helps mental health difficulties, including broader views on 
medication and counselling. HoweverSDUWLFLSDQWV¶VSHFLILFH[SHFWDWLRQVRI*3
help will be discussed in chapter 6; this will be alongside the medical response 
that help-VHHNHUVUHFHLYHGDVLWLVSHUWLQHQWWRFRPSDUHµH[SHFWDWLRQV¶ZLWKWKH
realities of service provision. This section will therefore address what 
participants perceive to be helpful in ameliorating mental health difficulties, 
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and specific expectations of care will be addressed in chapter 6 (where 
different).  
Participants frequently discussed the importance of support networks, 
and the support of friends and family; the receipt of support from others helps 
individuals to not feel alone with their problems. Anita, when discussing her 
own experience of bereavement, revealed she had been to see her GP around 
the time of her child¶VGHDWKDQGZDVRIIHUHGDQWLGHSUHVVDQWVE\KHU*3 VKH
spoke about how for her, the most important thing was to find someone else 
who had suffered a similar loss, and find out how they coped. She says:  
 
Anita: XPZHOO,¶OOEHKRQHVW\RXNQRZP\GDXJKWHU died um she was ten 
\HDUVROG>GHVFULEHVFLUFXPVWDQFHVRIGDXJKWHU¶VGHDWK@\RXNQRZLWZDV
trying to think - oh my god what did this friend whose son had also been 
had been involved in an accident you know they were sort of the closest 
people that .. I cRXOGUHODWHWR\HDKWKH\¶GEHHQWKURXJKDVLPLODUWKLQJ
ZKHUHWKHLUFKLOG¶VEHHQKXUWRUVRPHWKLQJ¶VKDSSHQHGWRWKHLUFKLOGVR
and that had happened like a year before this had happened to us so ... It 
was like getting advice from them and you know.. knowing then .. how 
they must have felt at that time because at that time when they were 
JRLQJ WKURXJK LW ,GLGQ¶WUHDOO\UHDOLVH WKH LPSDFW WKDW LWFDQKDYHRQD
family and the .. the whole sort of you know uh... implications of that and 
how they might have coped with it so.. I sort of looked to them to .. you 
know get advice um.. and ...who else, I went to my GP obviously um... but 
,GLGQ¶WILQGWKDWXVHIXODWDOOEHFDXVH,WKLQN>ODXJKV@\RXNQRZWKH\¶YH
JRW  WKH\¶UHQRWUHDOO\ DJDLQXQOHVVWKH\ were in that situa.. I think 
LW¶VYHU\GLIILFXOWIRUSHRSOHXQOHVV\RX¶UHLQDVLWXDWLRQLW¶VYHU\KDUG
to um..give advice ..  
Sue: so ... do you mean in term.. are you meaning your GP there in 
SDUWLFXODUXPGR\RXPHDQWKDWEHFDXVHKHKDGQ¶WH[SHULHQced the same 
DV\RXKHFRXOGQ¶WKHOS\RX 
Anita: ,WKLQNLW¶VPRUHFOLQLFDOIRUWKHPLVQ¶WLW 
 
It is pertinent to note her expressed wish to find someone else who has 
experienced a similar loss, to help her come to terms with her own distress. She 
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YLHZV KHU *3¶V UHVSRQVH DV µFOLQLFDO¶ VKH ODWHU GLVFXVVHV WKHLU UROH LQ
µFOLQLFDOO\¶ PDQDJLQJ SUREOHPV DQG VKH GLG QRW IHHO WKLV UHVSRQVH ZDV
DSSURSULDWH IRUKHUEHFDXVHZKDWZDVZURQJZDVQRWD µFOLQLFDO¶ LVVXH7KXV
the nature of her distress was not FRQJUXHQWZLWKWKH*3¶VUHVSRQVH-XOLDWDONV
about how she helps the parents of the youths she works with. Frequently the 
SDUHQWVVWUXJJOHWRFRSHZLWKWKHLUFKLOGUHQ¶VEHKDYLRXUDQGEHFRPHH[WUHPHO\
distressed at their difficult and enduring situations. She describes a practical 
type of help that she offers:  
 
Sue: You talk quite a lot about the mental health of the children or 
youths but how about, what is your experience of parental mental health? 
Julia: I suppose a lot of that as well Sue is to do with being a parent 
P\VHOI6R\RXNQRZ,¶YHJRWRIP\RZQ>@%DVLFDOO\,¶YHEHHQYHU\
lucky, none of my youngsters have been in trouble and things like that but 
I still had the stress of bringing up children and how difficult it is 
sometimes to get thePWKHUHVR,¶OOMXVWWDONWRWKHP>SDUHQWV@RUWHOOWKHP
ZKDWLWZDVOLNHZKHQPLQHZHUHOLWWOH$QGLW¶VMXVWPDNLQJWKHPIHHODV
WKRXJKWKH\¶UHQRWUXEELVKSDUHQWVEHFDXVHWKH\FDQ¶WJHWWKHPWRGRWKLV
- LW¶VWRPDNHWKHPIHHOJRRGDERXWWKHPVHOYHVWimes out of 10 because 
I think a lot of them think they've failed -and they've not failed- they just 
might need to try a different approach [...]  I think instead of sort of 
VD\LQJµ\RXVKRXOGGR WKLV¶ ,VRUWRISOD\GHYLO¶VDGYRFDWHDQGVD\µRK
you know wKHQP\NLGVGLGWKDW¶- WKH\
YHQRWGRQHLWEHFDXVH,¶YHEHHQ
very lucky with all my 3 - µ,WULHGWKLV¶DQG,¶OOWU\DQGJHWURXQGLWWKDW
way. Do it that way so as not to make them feel bad parents really, which 
WKH\¶UHQRWWKH\
YHMXVWJRWGLIILFXOWNLGs. 
Sue: $QGWRPDNHWKHPIHHOWKDWWKH\¶UHQRWDORQHDVZHOO 
Julia: ([DFWO\DQGWKHWKLQJLVDORWRILW¶VEODPHGRQWKHSDUHQWV>@D
ORWRISDUHQWVRXWWKHUH>@DUHWU\LQJWKHLUEHVW>@$ORWRIWKHWLPHLW¶V
not their fault because they really don't know what to do and that sets 
them off then, getting stressed and upset and lots of other things 
happening within the family 
Sue: So you give them practical advice on how to try things. 
Julia: and I pretend I try them, I think it works that way. 
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Sue: It sounds like it does 
Julia: it does actually Sue because then they don't feel stupid, inadequate. 
 
Julia talks about giving parents practical advice on how to cope with their 
children, a problem that she says can frequently lead the parents to reach the 
µHQG RI WKHLU WHWKHU OLWHUDOO\ D ELW RI D PHQWDO KHDOWK SUREOHP¶ -XOLD +HU
advice related to practical ways of managing the cause of their distress, and she 
tells parents that these are methods she has used herself, to make the parents 
feel as if they¶UHQRWDORQHLQKDYLQJWKHVHSUREOHPV:KLOVWWKLVLVQRWWKHVDPH
DV $QLWD¶V H[SHULHQFH WKHUH UHPDLQV D FRPPRQ WKUHDG RI UHFHLYLQJ SUDFWLFDO
advice from others with similar experiences; such help carries practical coping 
advice, as well as reducing a sense of isolation in having those particular 
problems, and this is a sentiment that is echoed in chapter 6. The importance of 
KDYLQJRQH¶VSUREOHPVXQGHUVWRRGZDVHPSKDVLVHG 
$Q HPSKDVLV RQ µSUDFWLFDO¶ VROXWLRQV PD\ DOVR XQGHUOLH ZKDW
individuals perceive to be beneficial in ameliorating distress; when discussing 
providing advice and help to others (who might be experiencing extreme 
distress), participants focussed on giving advice relating to the problems 
underlying any distress, as opposed to distress itself ± GHDOLQJZLWKWKHµFDXVH¶
RIWKHSUREOHPVDVRSSRVHGWRWKHµFRQVHTXHQFHV¶RUµV\PSWRPV¶7KLVDSSHDUV
to be borne out of a sense of practicality (that is, removing the cause of distress 
will remove the symptoms), but may also be due to reluctance in labelling 
mental health problems as such. It is more comfortable for participants to 
DGGUHVVWKHSUDFWLFDOSUREOHPVLQDSHUVRQ¶VOLIHWKDQWRDGGUHVVDQ\UHVXOWLQJ
emotional difficulties. In addition, participants felt comfortable providing 
DGYLFH UHODWLQJ WR LVVXHV WKH\ µNQRZ DERXW¶ ILQDQFLDO ZRUULHV UHODWLRQVKLS
breakdown, bereavement) as opposed to the area of mental health which is a 
PRUHµPHGLFDO¶LVVXH$QLWDHYLGHQFHs concern about helping others and of any 
responsibility that is associated with providing help:  
 
Sue: have you found yourself in a position where you have been giving 
advice about distress in particular  
Anita: XPZHOOSDXVHLW¶VYHU\GLIILcult to give .. I find it difficult 
WRJLYHDGYLFH VRPHWLPHVEHFDXVH ,GRQ¶WNQRZ GLIIHUHQWSHRSOH OLNH ,
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VD\WDNHLWGLIIHUHQW>@,¶PDOZD\VDELWKHVLWDQWDERXWJLYLQJDGYLFHWR
SHRSOHEHFDXVH,GRQ¶WNQRZZKHWKHUZKDW,ZKDW,WKLQNLVULJKWPight 
QRWEHULJKWIRUWKDWSHUVRQDQGLQDGLVWUHVVVLWXDWLRQOLNH\RXVDLG,¶P
QRW TXLWH VXUH XQOHVV \RX¶YH EHHQ LQ WKDW VLWXDWLRQ ,¶P QRW TXLWH VXUH
ZKDWRWKHU IDFWRUV WKDW WKDWSHUVRQKDVJRW WKDW¶VDIIHFWLQJ WKHP ± they 
might only tell you about one factor but in actual fact there may be other 
things that are going on around in their life that might be more important 
to them, and so therefore, you know, you could give them advice about 
that particular thing but that could influence other things as well   
  
The giving of advice to a distressed individual is potentially fraught with 
responsibility, and participants express a preference for areas that they feel they 
µNQRZDERXW¶i.e. the practical matters that may be causing distress), although 
Anita points out that this may still have negative ramifications.  
 Isolation and loneliness are frequently perceived as likely to worsen any 
kind of mental health problem and so the converse, meeting others and forming 
(or drawing upon existing) relationships, is seen as highly beneficial. This is 
seen to provide practical help to individuals, emotional support, and may also 
help individuals come into contact with services at a time when they might be 
unlikely to do so for themselves (as discussed in the section above). Diane 
mentioned the importance of informal support in helping people to access more 
formal support:   
 
Diane: , WKLQN LW¶V PXFK HDVLHU LI \RX¶YH JRW VRPH VRUW RI KHOS LQ WKH
EDFNJURXQGDVZHOOIURPVRPHRQHHOVHEHFDXVH,GRQ¶WWKLQNWKHSHUVRQ
who is suffering is quite in a situation to go looking for that help 
 
Whilst practical support is valued, the emotional support that is afforded by 
friends, family and other community members is viewed as the most important 
benefit of having relationships and regular social contact.  
 Mixed views were expressed with regards to therapy and medication (as 
will be discussed in more depth in chapter 6). Some participants viewed 
medication as likely to be useful, such as Sarah:  
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Sarah: ZHOO WKHUH¶V WDONLQJ  IRUH[DPSOH OLNHFRXQVHOOLQJ, WKLQN WKDW¶V
TXLWH HIIHFWLYH  LI \RX JHW WKH ULJKW FRXQVHOORU IRU \RX \RX¶YH JRW WR
KDYH  , WKLQN WKHUH¶V JRW WR EH VRPH VRUW RI UDSSRUW WKHUH  , WKLQN
WKHUH¶V PHGLFDWLRQ  ZKLFK , WKLQN , KDYHQ¶W WDNHQ LW P\VHOI EXW « ,
WKLQN«ZHOOLWPXVWEHSUHWW\JRRGRWKHUZLVHWKH\ZRXOGQ¶WNHHSGRLQJLW
VXUHO\ µFDXVH WKHUH¶VD ORWRISHRSOHRQPHGLFDWLRQ  VR WKDWPXVWKDYH
value 
 
However most participants expressed a preference for not taking medication 
themselves; reasons for this were given as dependence (including 
psychological dependence), side effects and medication addressing the 
symptoms but not the cause of distress. There were more positive views in 
relation to counselling than to antidepressants, although it is perceived as an 
option that will not suit everyone. However, counselling was viewed as being 
potentially beneficial, with fewer side effects than medication (that is, side 
effects of counselling were not discussed, nor were any negative consequences, 
whereas negative aspects around medication were frequently mentioned). One 
participant (Sadie) expressed a wish to receive some form of therapy to help 
her overcome a bad relationship (the ending of which led to what she described 
as a period of depression, discussed earlier). She is scathing towards 
medication as it does not address the causes of emotional difficulties (in her 
example), whereas some form of therapy might help to change her thinking 
(this is not reflected in the excerpt but is drawn from earlier discussion): 
 
Sue: \RX VDLGDERXWGUXJV WKDW \RXGLGQ¶W WKLQNPHGLFDWLRQ OLNHZDVQ¶W
very useful um .. can you tell me a bit more about that 
Sadie: MXVW IRU PH , GRQ¶W WKLQN LW ZRXOG XP >@ , FDQ¶W VHH D WDEOHW
helping me to be honest, not not with mental health.,FDQ¶WVHH\HDKLI
\RX¶UHLOO \RXNQRZDQWLELRWLFRUDSDUDFHWDPROEXW,FDQ¶WVHHKRZD
tablet would make you feel better, if you was feeling depressed about 
something in your life only you can change that do you know what I 
PHDQ LI \RX¶YH JRW D Ead relationship only I can change that by 
SK\VLFDOO\ GRLQJ VRPHWKLQJ WR PDNH LW EHWWHU  , GRQ¶W WKLQN WDNLQJ D
WDEOHWZRXOGKHOS,UHDOO\GRQ¶W>HPSKDVLVLQSDUWLFLSDQW¶VVSHHFK@ 
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Medication was perceived as particularly useful when participants viewed 
caXVDWLRQ DV ELRORJLFDO DQG XVHG DQ µLOOQHVV¶ IUDPHZRUN $Q LQWHUHVWLQJ
example of this is Michelle, who had strong views against medical help for 
mental health problems, for a number of reasons including disagreement with 
treatment methods and a preferred µKROLVWLF¶ DSSURDFK WKDW LV RQH WKDW
H[DPLQHGWKHZKROHRIDSHUVRQ¶VOLIHVXFKDVOLIHVW\OHDQGUHODWLRQVKLSV6KH
did, however, express that in the event of postnatal depression, she could be 
HQFRXUDJHG WR VHHNKHOS µEHFDXVH , FDQVHH WKDW DV OLNH DEiochemical reason 
ZK\,¶GQHHGKHOS¶0LFKHOOH,QWKLVLQVWDQFHVKHYLHZVSRVWQDWDOGHSUHVVLRQ
as being caused by chemical changes within the body, as opposed to lifestyle 
and social causes that she more closely associates with mental health problems.  
 
Discussion 
Prior et al. (2003) found that individuals perceive social causes to 
underlie mental health problems, and that emotional distress relates to 
µSUREOHPVRIOLYLQJ¶,QGHHG6FKRPHUXVHWDO¶s (2006) findings were that their 
lay public viewed depression as caused by psychosocial factors; the social has 
a strong relevance to lay understanding. Prior et al. (2003) argue that because 
HPRWLRQDOGLVWUHVVZDVYLHZHGDVDµSUREOHPRIOLYLQJ¶E\WKHLUUHVSRQGHQWVLW
did not necessarily occur to the respondents to consult medical help as medical 
help was not perceived to be beneficial. They also found that individuals 
frequently held negative views around medication. Participants in this study 
provide some support for these assertions; medication is seen as not necessarily 
beneficial, especially when side effects are taken into account, as has also been 
expressed by Williams and Calnan (1996) in relation to lay views about 
physical illnesses. However, there is also some support for medical help in the 
face of mental health difficulties; those who held beliefs more closely related to 
biological causation were more likely to view medical help as appropriate. The 
importance of social support was also expressed, whether as the sole response 
to someone in distress, or as an adjunct to formal care. The importance of 
friendship was expressed in terms of helping to overcome distress, and also in 
terms of receiving practical help in relation to any distressing circumstances. 
However, it is important to refer back to a point made earlier on in this chapter, 
which is that distress and mental health problems are terms that were somewhat 
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LQWHUFKDQJHDEOHLQSDUWLFLSDQWV¶GHVFULSWLRQV:KDWDSSHDUVWREHYLHZHGDVWKH
causes of mental health problems ± life problems ± may also reflect what 
people are describing as a cause of misery, and so the idea that friendship and 
support are useful in helping to ameliorate such problems may reflect this. 
Blaxter (1990) talks about the importance that is placed upon individual 
behaviour when considering susceptibility to specific health problems (in a 
survey relating to physical health problems), although when her respondents 
were asked to account for their own health problems, this was less the case 
(Blaxter 1990). Blaxter therefore suggests that causation in relation to poor 
physical health is viewed as somewhere between structural factors (including 
poverty) and individual blame, depending upon the type of illness being 
GLVFXVVHGDQGLWVSUR[LPLW\WR WKHUHVSRQGHQW¶VRZQOLIH ,WDSSHDUVDVWKRXJK
this is salient in relation to mental health, both in terms of causes, and also in 
relation to coping. Coping is seen as the difference between experiencing 
mental health problems or not (Pill and Stott 1982); some individuals are held 
as partly responsible for any failure to cope, and some respondents in the lay 
section point out their own successful coping mechanisms, evidencing their 
RZQµFODLP¶WRJRRGKHDOWK(Radley and Billig 1996). Thus, when considering 
discussion around causation and also around individual attributes, it is 
LPSRUWDQW WRUHPHPEHUWKDWSDUWLFLSDQWVZHUHGLVFXVVLQJµRWKHUV¶DQGWKDW WKLV
might inherently affect the level on which blame is attributed. Even though 
XVHIXO LQVLJKW LV JDLQHG IURP XQGHUVWDQGLQJ SDUWLFLSDQW¶V YLHZV WKHVH YLHZV
may change depending upon the type of difficulty being discussed, and its 
proximity to their own lives. When considering causation, the example given 
by Nell ± about a friend whose problems appeared to begin with the breakdown 
of a relationship ± LVDQH[DPSOHRI%XU\¶V(1997) µOD\HSLGHPLRORJ\¶%OD[WHU
(1993) suggests thaW LQGLYLGXDOV µUHFRQVWUXFW ELRPHGLFDO FRQFHSWV LQFOXGLQJ
WKRVHRIDHWLRORJ\LQWKHOLJKWRIWKHLURZQELRJUDSKLHV¶(Blaxter 1993, p.141), 
and I would expand this to include RWKHU¶V biographies. Sense is made of events 
according the knowledge that individuals already held, and this in turn is 
influenced by events.  
The importance given to receiving practical help ± that is, help with the 
SHUFHLYHG FDXVHV RI D SHUVRQ¶V GLVWUHVV ± reflects the causation attributed to 
social factors, and that emotional distress is a µSUREOHPRIOLYLQJ¶$GGLWLRQDOO\
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however, this also allows individuals to provide care and advice upon matters 
they feel familiar with, and that fall within the remit of their capabilities. 
 
The relationship between lay understanding and hypothetical help-seeking: 
µFRQVLVWHQF\¶ 
This section discusses how the analysis of the data, in relation to lay 
understanding and help-seeking, has elucidated the relationship between the 
two amongst the lay group; there were no direct questions relating to this 
relationship, as such a question was considered rather complex to ask, and 
would involve discussing the underlying rationale behind the study (which 
PLJKWWKHQDIIHFWDQLQGLYLGXDO¶VUHVSRQVH+RZHYHULWZDVSRVVLEOHWRWUDFHD
GLVFHUQLEOH µORJLF¶ ZLWKLQ HDFK SDUWLFLSDQW¶V GLVFXVVLRQ WKDW VKRZHG WKHLU
preferred help-seeking choices, alongside their corresponding rationale.  
Two participants whose understanding showed a clear relationship with 
their hypothetical help-seeking were Phil and Michelle, whose views were also 
both against the use of GPs. Phil is a Buddhist, and the excerpt of his speech in 
the first section of this chapter shows that in the event of distress, the most 
appropriate action for himself would be found within his religion. Phil relates 
VWUHVVZKLFKKHYLHZVDVV\QRQ\PRXVZLWKµGLVWUHVV¶WRµPRGHUQOLYLQJ¶DQG
the pace at which life is conducted in the present day. He contrasts this with 
time he has spent in a monastery, and the sense of peace that descended over 
him during his stay there. He regularly meditates and finds this a useful way to 
remain calm and relaxed in his everyday life; for Phil, therefore, a source of 
help would lie in his religion. Michelle has a different view of mental health 
problems and suggests, drawing from her degree in psychology, that problems 
arise from allowing destructive thought patterns to emerge and continue. She 
also suggests that lifestyle plays a big role in helping the emotions to be well-
regulated, and that in the event of distress a person would need to take stock of 
their life and assess what aspects are causing their problems. She holds very 
individualising views around where blame lies in the development of mental 
health problems. She speculates that in the event of distress, she would hope to 
assess what was causing her difficulties in her life, and address the cause; 
specifically, she would not cRQVXOWD*3DQGWRGRVRZRXOGUHSUHVHQWµIDLOXUH¶
on her part to adequately manage her own life. These two examples provide the 
162 
 
clearest links between underlying belief systems and hypothesised help-seeking 
that simultaneously suggest pathways that do not lead to a GP.  
 Amongst other participants, there was frequent referral to GP help as 
being potentially useful, and where participants viewed the causes of mental 
health problems as biological (or for example, a specific diagnosis of 
schizophrenia was discussed), this was particularly the case. The most 
commonly-perceived cause of mental health problems was in relation to social 
factors; friends and family were frequently cited as being sources of support 
and help, though this may be in conjunction with visiting a GP, and/or 
receiving counselling. It is important to point out that views were not 
necessarily consistent in terms of drawing from one particular paradigm or 
another, as discussed in the first section of this chapter; participants drew from 
more WKDQ RQH SDUDGLJP DQG YLHZV PD\ KDYH FRQWDLQHG µFRQWUDGLFWLRQ¶ LI
examined from a particular theoretical perspective.  
 
Discussion 
The above sections provide some insight into how participants view the 
development of mental health problems and how best to help them. The most 
striking common thread is that participants view mental health problems as 
being caused by social problems, and also significantly helped through social 
contact. Whilst social causes do not account for the entirety of understanding 
expressed in this area, it accounts for a significant part of understanding and it 
is therefore highly pertinent to consider the implications this might have for 
treatment seeking. As discussed in the literature review, some of the literature 
around help-seeking indicates that beliefs around mental health may map onto 
treatment models (Angermeyer et al. 1999, Angermeyer and Matschinger 1999) 
and Sayce (2000) suggests that what individuals perceive to be the cause of 
mental health problems is likely to impact upon what they perceive to 
ameliorate or cure them. There is some evidence of this in the data, as just 
discussed. Indeed, when comparing the most commonly-cited causative and 
healing factors, it would be tempting to conclude that the most commonly 
perceived cause is related to the most commonly perceived curative factor; that 
is, problems arising from the social can lead to mental health problems, and 
also that meaningful social support from others can help such problems to be 
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overcome. However it is important to steer clear of any reliance on a consistent 
relationship between perceived causality and perceived cure. It is important to 
bear in mind the nature of understanding around mental health; that 
understanding is idiosyncratic, biographical, philosophical and fluid. Views 
may draw from more than one paradigm simultaneously, and thus views 
around causation do not necessarily map onto views around appropriate 
treatment when viewed from a particular theoretical perspective, even though 
they do sometimes map onto each other. It is important therefore to 
DFNQRZOHGJH WKDW ZLWKLQ D SHUVRQ¶V RZQ XQGHUVWDQGLQJ WKHUH LV FRQVLVWHQF\
but not necessarily a consistency that might be acknowledged from a particular 
WKHRUHWLFDOSHUVSHFWLYH%XU\¶V (1997) assertion mentioned in the first section 
of this chapter, relating to caution about inferring action based upon lay 
understanding, remains pertinent. Whilst some theorists suggest that 
understanding around mental health impacts upon treatment seeking, the 
implicit expectation that there is a logic linking understanding and action may 
EHUHODWHGWRWKHWKHRULVW¶VRZQSHUVSHFWLYHUDWKHUWKDQQHFHVVDULO\UHIOHFWLQJD
relationship between understanding and action. 
There is also another important caveat to mention regarding the 
relationship between lay understanding and hypothetical help-seeking; that is, 
specifically, the fact that it is hypothetical. Whilst it is possible to ask someone 
to speculate on their behaviour in a certain situation, this does not necessarily 
mean they will act as such in that situation. Indeed, when considering lay 
understanding and hypothetical help-seeking, it is likely that respondents 
would draw upon their own theories about the nature of problems and 
appropriate help; the process of hypothesising, of necessity, draws upon a 
particular theoretical perspective. Thus, a link between hypothetical help-
seeking and lay understanding is likely to be observed, but this does not 
necessarily bear resemblance to the reality of help-VHHNLQJ,WLVWRWKDWµUHDOLW\¶
that the next chapter will turn. 
In relation to specific examples of lay understanding mapping on to 
K\SRWKHWLFDO DFWLRQ 0LFKHOOH¶V H[DPSOH SURYLGHV LQWHUHVWLQJ FRQILUPDWLRQ RI
recent research; her stigmatising views around the blame attributed to 
individuals, and her preference for eschewing medical help, chime with recent 
research by Griffiths et al. (2011) that individuals who hold stigmatising 
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beliefs are likely to prefer self-care in the event of depression. In addition, 
3KLO¶VSUHIHUHQFHIRUVHHNLQJKHOSIURPD%XGGKLVWPRQNLVDXVHIXOLOOXVWUDWLRQ
RI3HVFRVROLGRDQG%R\HU¶V(1999) assertion made in the literature review (I am 
providing an abridged version here):  
 
If individuals see mental health problems as crises of faith, as bad 
marriages, or as any of a number of other things besides illness, they may 
consult faith healers, spiritualists, the clergy, or other people 
(Pescosolido and Boyer 1999, p.408) 
 
Whilst there are demonstrable links between lay understanding and 
hypothetical help-seeking in most cases, it is important to then contrast this 
against actual help-seeking, as will be done in the next chapter.  
 
Conclusion: the applications and limitations of lay understanding in 
elucidating help-seeking behaviour 
Research into the content and nature of lay understanding is useful in 
elucidating the context in which help-seeking decisions are made; it highlights 
the different knowledge that individuals might call upon in the event of distress, 
DV ZHOO DV )UHLGVRQ¶V (1970) µOD\ UHIHUUDO QHWZRUNV¶ WKDW IRUP WKH FRQWH[W LQ
which help and advice might be given. However, it is important to bear in mind 
that lay understanding may be limited in its capacity to predict what individuals 
might actually do in the event of distress, as it is based upon a hypothetical 
scenario. As mentioned in the literature review, Blaxter (2010) and Bury (1997) 
both caution against assuming that behaviour can be inferred based upon 
NQRZOHGJH RI VRPHRQH¶V EHOLHIV ,W LV WKHUHIRUH QHFHVVDU\ WR FRQVLGHU ZKHUH
benefit lies in increased understanding of lay knowledge.  
Firstly, it is useful to understand more about the mechanisms by which 
people identify and label DSHUVRQ¶V H[SHULHQFH DV IDOOLQJZLWKLQ WKH UHPLW RI
µPHQWDOKHDOWK¶LQDFRQWHPSRUDU\FRQWH[WOLWWOHLVNQRZQDERXWWKLVZLWKLQ the 
UK, and this study therefore provides useful and original insight into the 
nuances of this process, alongside potential reasons for delay. This represents 
RQHDUHDRIRULJLQDOLW\LQWKLVVWXG\7KHFRQWLQXLQJVDOLHQFHRI=ROD¶V (1973) 
triggers has also been discussed, and the difficulties in defining when a 
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SHUVRQ¶V LQQHU H[SHULHQFH LV D µSUREOHP¶ RU QRW DUH GLVFXVVHG RXWOLQLQJ WKH
relevance of a breakdown in ability to cope or to meet daily obligations, and 
the importance of physical cues.  
Secondly, this study provides greater understanding of the ways in 
which support and practical help might be given. There is an emphasis on 
addressing problems that underlie distress, as opposed to dealing with distress 
DV DQ HQWLW\ LQ LWVHOI WKLV DGGUHVVHV WKH µFDXVH¶ DV ZHOO DV IDOOLQJ ZLWKLQ WKH
remit of problems that participants feel able to address, or talk about, with 
some confidence (such as relationships, financial problems, bereavement). 
Great emphasis is placed upon the role of the social; this was already known to 
a significant extent within the literature, although it is useful to confirm that 
this remains the case, and in conjunction with beliefs around the nature of 
social support in ameliorating mental health problems. The context in which 
help-seeking decisions are made is therefore significantly geared towards 
viewing distress that arises from life problems as falling within the remit of 
mental health, although paradoxically (when viewed from a perspective that 
views mental health as a paradigm pertaining to psychiatry and/or psychology, 
DQGDVVRFLDWHGµWUHDWPHQW¶DPHGLFDOWKHUDSHXWLFUHVSRQVHPD\QRWEHGHVLUHG
RU YLHZHG DV EHQHILFLDO :KLOVW WHUPV VXFK DV µPHQWDO KHDOWK SUREOHPV¶ DUH
used to articulate distress, it must not be assumed that this implies a desire for a 
medical or a psychological solution. Professionalised terms may be used in lay 
understanding, but this does not mean that an appropriate paradigm is also 
employed as a solution. Whilst this may mean medicalisation may be taking 
place within contemporary understanding, there are limits to the extent of this 
medicalisation. 
It is pertinent to reiterate that this chapter does outline a link between 
what individuals perceive to be the causes of mental health problems, and how 
they might seek help. However, whilst lay understanding is internally coherent, 
this need not necessarily reflect paradigmatic consistency. In addition, the lay 
understanding discussed related to hypothetical scenarios. The next chapter 
will consider whether lay understanding plays a role in help-seeking, using the 
stories of recent help-seekers. 
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Chapter 5 
 
Understanding help-seeking from the perspective of help-VHHNHUVIURPµD
PDWWHURILQWHUSUHWDWLRQ¶WRFRQWH[WXDOO\ determined outcomes 
 
This chapter focuses on the stories of help-seekers, and in particular on 
the process of interpretation of distress that culminated in attending a GP 
consultation. Recent interpretivist research suggests that the meanings 
attributed to illness are central to the help-seeking process (Biddle et al. 2007) 
and so it was an aim of this research to try and access how individuals 
interpreted their distress, including how they came to classify it as amenable to 
help from a GP. The data suggest that the interpretation of distress is 
particularly challenging for individuals who are experiencing extreme and 
ongoing distressing circumstances, and their distress may not actually be 
interpreted as anything that is amenable to help. Whilst the process of 
normalisation has long been understood (Biddle et al. 2007, Clausen and 
Yarrow 1955, Mechanic 1968) WZR SDUWLFLSDQWV¶ VWRULHV SURYLGH LQVLJKW LQWR
how their distress was particularly amenable to normalisation, and explain their 
non-help-seeking (or delayed help-seeking) in these terms. Their stories also 
shed light on the importance of networks around an individual, and the 
UHPDLQGHURIWKLVFKDSWHUH[DPLQHVKRZLQGLYLGXDOV¶QHWZRUNVSOD\HGDUROHLQ
their story.  
By viewing the people around an individual as playing a role, help-
seeking stories are more clearly understood, and the research points towards 
the importance of understanding help-seeking as a process that is context-
bound, and not wholly individualistic. The data supports a shift from more 
individualised notions of help-seeking (that frequently underlie research that 
examines unitary factors such as gender and need) towards conceptualising 
help-seeking as context-ERXQGDQGVKDSHGE\DSHUVRQ¶VZLGHUQHWZRUNDVSHU
current work by Pescosolido (2011). Additionally, help-VHHNHUV¶VWRULHVKHOSWR
illuminate the limitations of lay knowledge in affecting help-seeking. Whilst 
OD\NQRZOHGJHPLJKWKHOSLQGLYLGXDOV WRUHFRJQLVHDSHUVRQ¶VH[SHULHQFHDVD
µPHQWDOKHDOWKSUREOHP¶WKHLUDFWXDOVHHNLQJRIKHOSLs likely to be affected by 
other factors including the life events and resources surrounding the individual.  
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,W LV VWDWHG LQ 0HFKDQLF DQG 9RONDUW¶V (1961) definition of illness 
behaviour given in the literature review, that a key underlying factor in illness 
behaviour (and therefore in the help-seeking process) is the recognition of 
some kind of problem, and its classification as potentially amenable to care 
within a medical context. The data suggest that there are specific challenges in 
the recognition of a problem for people who are experiencing significantly 
distressing ongoing circumstances, and for whom extreme distress is to be 
expected. This chapter will consider these two factors (the identification of a 
problem, and its classification as amenable to medical help), using the stories 
of help-seekers to elucidate different ways in which their distress came to be 
presented within a primary care setting. I will discuss the difficulties (and 
facilitators) of identification of distress as something that can be viewed as a 
µPHQWDOKHDOWKSUREOHP¶DQGKRZDSHUVRQ¶VFRQWH[WKDVDVLJQLILFDQW LPSDFW
upon this, including the specific resources to which they might have access.  
 
$PDWWHURILQWHUSUHWDWLRQGLIILFXOWLHVDVFHUWDLQLQJZKDWLVµZURQJ¶ 
In all the interviews held with help-VHHNHUV SDUWLFLSDQWV¶ VWRULHV RI
distress revolve around distressing circumstances that are either ongoing in 
their lives (for most of the recent help-seekers), or caused significant distress in 
the past that remains with them in the present (this applied to the longer-term 
help-seekers plus one recent help-VHHNHU3DUWLFLSDQWV¶GLVWUHVV LV LQVHSarable 
IURPWKHµOLIHSUREOHPV¶WKDWFDXVHGLWLQWHUPVRIKRZLWLVSUHVHQWHGDQGDOVR
understood. For two participants in particular, this caused significant difficulty 
LQWKHSURFHVVRIDFWXDOO\UHFRJQLVLQJWKHUHZDVVRPHWKLQJµZURQJ¶RWKHUWKDQ
what was causing their distress to begin with; this was an important factor in 
non-help-seeking for these two participants who were experiencing extremely 
distressing circumstances. I will now illustrate this with reference to their 
stories. This insight first FDPHDERXWDVDUHVXOWRIµGLIILFXOW¶PRPHQWVGXULQJ
interviews where there was clearly an assumption on the part of the interviewer 
that did not bear reality to the experience of the participant, an example of what 
May (2002) discusses as revealing the extent to which research assumptions 
have guided the interview schedule. Holstein and Gubrium (1995) point to the 
importance of paying attention to such moments as they hold great potential for 
insight. Participants were asked to describe their pathways towards seeking 
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help, and this line of questioning involved asking about what (if anything) 
might have been tried before consulting a GP. This question elicited some 
XQH[SHFWHG \HW µREYLRXV¶ WR WKHSDUWLFLSDQWV UHVSRQVHV WKDW LQRUGHU WR VHHN
help an individual needs to be aware of and recognise some kind of problem, 
and I will illustrate this with reference to their stories.  
7ZRSDUWLFLSDQWVHDFKSRLQWHGRXW WKDW WKH\GLGQ¶W UHDOLVHDQ\WKLQJZDV
wrong, and that seeking help via a GP or in any other way was therefore not 
something that occurred to them. In each example, they only sought help when 
WKHLUSUREOHPVKDGEHFRPHUDWKHUVHULRXVDQGRWKHUSHRSOHLQWHUYHQHG'\ODQ¶V
story, as a new help-seeker, is one of distress arising from and/or 
accompanying multiple distressing circumstances that showed little sign of 
abating. He had been experiencing health problems for a period of four or five 
years, during which his health had impacted on his ability to work and he 
became unemployed; this was then followed by subsequent housing problems. 
He went on to describe a period of time over which friends and family were 
telling him that something was wrong, and that it was only after a period of 
reflection and standing back to examine his behaviour and feelings that he 
realised something had changed. By this time he had let go of his relationship, 
avoided social activities and was experiencing significant mood swings that 
meant he preferred to be alone. Even at that point, he still did not view his 
LQQHU IHHOLQJV DV µZURQJ¶ LQ DQ\ ZD\ KH ZDV simply dealing with multiple 
stressing factors and assumed that his distress was just something he had to 
endure, as he was still experiencing his difficult circumstances; his 
circumstances were sufficient explanation for any distress:  
 
Dylan: I just thought personally, it was just taking all the medication and 
WDEOHWVDQGVWXIIWKDWWKDWZDVOLNHSXWWLQJPHGRZQ«,MXVWEODPHGLWRQ
WKDW\RXNQRZP\PHGLFDWLRQDQGLWZHUHQ¶W\RXNQRZZKDW,PHDQ 
 
For Dylan, even though he describes his inner feelings becoming more and 
PRUH GHVSHUDWH LW ZDVQ¶W XQWLO KH ZDV WROG E\ D VSHFLDOLVW ± relating to his 
physical health problems ± that he should visit his GP in relation to his mental 
KHDOWK WKDW KH GLG VRPHWKLQJ DERXW LW +H GLGQ¶W UHDOLVH WKHUH ZDV DQ\WKLQJ
wrRQJ DQG FHUWDLQO\ QRW UHODWHG WR KLV PHQWDO KHDOWK DV KH NQHZ µQRWKLQJ
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DERXWLW¶>WKHWRSLFRIPHQWDOKHDOWKDQGZKDWLWHQFRPSDVVHG@+LVFRQVXOWDQW
played a key role in noticing a change in him, bringing it to his attention and 
providing signposting advice to visit his GP. At this point, the efforts of his 
family at helping him to notice a change in himself, along with his very 
difficult inner feelings, meant that he was more receptive to viewing his inner 
IHHOLQJVDVµSUREOHPDWLF¶'\ODQVWDWHGWKDWKH knew nothing about the topic of 
mental health, and it is worth considering that a lack of understanding in this 
area contributed to him not interpreting his experience using such a framework. 
However, his extremely distressing circumstances also played a role in 
UHQGHULQJDQ\REMHFWLYHFRQFHSWRIµQRUPDO¶DVVRPHWKLQJWKDWZRXOGLQHYLWDEO\
involve being distressed. He describes a gradual wearing down of his energies, 
through the constant and ongoing difficult circumstances he was trying to 
endure; though hHZDVHQGXULQJGLIILFXOWFLUFXPVWDQFHVKHKDGQ¶W\HWUHDFKHG
DSRLQWRIµFULVLV¶ 
 
Sue: VR\RXGLGQ¶WVHHNKHOSHDUOLHUSDUWO\EHFDXVH\RXMXVWWKRXJKWLW
ZDVDVWDJHRIOLIHPD\EH>KHDUµ\HDK¶@VRPHWKLQJWKDW¶VMXVW\RXNQRZ
\RX¶YHJRWWD get through2   
Dylan: \HDK DQG WKHQ LW¶V MXVW « LW¶V OLNH EHLQJ LQ D VZLPPLQJ SRRO
ZKHUH\RXFDQ¶WJHWRXW« LW¶V OLNH\RX¶UHDOZD\V VZLPPLQJDQG\RX¶UH
G\LQJ WRJHWRXW \RX MXVWFDQ¶W QRW OLNHGURZQLQJRURZW [anything] 
LW¶VMXVWEHLQJVWXFNLQWKHGHHSHQGWKHZKROHWLPH 
 
'\ODQ¶VPHWDSKRURIKLVH[SHULHQFHGHVFULEHVKLPDVEHLQJSHUPDQHQWO\µLQWKH
GHHSHQG¶KDYLQJ WRFRQWLQXDOO\ VWULYH WR VWD\ DIORDWDQGJUDGXDOO\EHFRPLQJ
more and more tired, but remaining in these difficult circumstances and 
UHPDLQLQJ µDIORDW¶ ,W WRRN \HDUV IRU '\ODQ WR UHDOLVH WKHUH ZDV VRPHWKLQJ
µZURQJ¶ DQG D VLJQLILFDQW IDFWRU LQ WKLV ZDV WKH SUHVHQFH RI VXIILFLHQWO\
difficult circumstances to explain his distress ± it was particularly amenable to 
being normalised. 
                                          
2 It should be noted here that the my own speech in this excerpt is 
summarising what Dylan had already said, and does not involve 
introducing new ideas  
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Tanya describes a set of very difficult circumstances during which she 
ZDVQ¶WDZDUHWKDWIHHOLQJORZDQGKDYLQJQRVHOIFRQILGHQFHZDVQ¶WµQRUPDO¶
She describes a point in her life when she took an overdose, the trigger for her 
coming into contact with mental health services. Her childhood had been 
blighted by sexual abuse, and her overdose came following the breakdown of 
her marriage that had been blighted by domestic violence. At the time, she was 
living with her mother, with whom she had a difficult relationship and who 
ZDVQ¶WVSHDNLQJWR7DQ\D6KHGHVFULEHGKDYLQJQRRQHLQSDUWLFXODUWRWDONWR
DW WKH WLPH VKHGLGQRW KDYH D VXSSRUWLYH IDPLO\ DQGZDVQ¶W UHDOO\ DZDUHRI
doctors being potentially helpful in relation to mental health, at that time. 
:KHQ DVNHG DERXW ZK\ VKH GLGQ¶W VHHN KHOS VKH H[SODLQHG WKDW VKH GLGQ¶W
know there was anything wrong with her ± she was unaware how she was 
supposed to feel ± and questions how she was supposed to know that anything 
ZDVµZURQJ¶ZLWKKHUIHHOLQJV 
 
Sue: XSXQWLO WKDWSRLQWKDG\RX WKRXJKWRIXPGRFWRU¶V LQYROYHPHQW
was there anything .. or had it not crossed your mind 
Tanya: 8P « :KHQ , JR ZD\ ZD\ EDFN , GRQ¶W WKLQN , UHDOLVHG
KRZ H[WHQVLYH P\ SUREOHPV ZHUH « , WKLQN HYerything was all .. 
LQWHUQDOLVHG«DQG,WKRXJKWWKDWZDVSUREDEO\WKHQRUPDOZD\WREHWR
feel that way and to not have any confidence and that you know, it was 
RQO\ « FHUWDLQ VLWXDWLRQV WKDW VSDUNHG RII PH VHHLQJ SHRSOH >KHU ILUVW
contact with services]  you know .. it had to escalate to something severe 
KDSSHQLQJ \RX NQRZ KRZ GR ZH NQRZ ZKHQ WKHUH¶V VRPHWKLQJ ZURQJ
with us if nobody tells us .. you know 
 
Tanya was in a very distressing situation where the presence of extreme 
distress was to be expected. In addition, she knew little about the subject of 
mental health, and this is likely to have compounded her inability to recognise 
that something was indeed wrong. For Tanya, the lack of people supporting her 
(and in particular, providing sanctioning to seek help and/or identify that help 
PLJKW EH EHQHILFLDO LV OLNHO\ WR KDYH FRPSRXQGHG WKH IDFW WKDW VKH GLGQ¶W
UHFRJQLVHD µSUREOHP¶RWKHUWKDQKHULQFUHGLEO\GLVWUHVVLQJFLUFXPVWDQFHV1R
help was sought until she tried to take her own life and help was sought for her. 
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7DQ\D¶VHDUO\H[SHULHQFHRIVHHNLQJKHOSRUPRUHDSSURSULDWHO\KDYLQJKHOS
VRXJKWRQKHUEHKDOIERUHVWURQJVLPLODULW\WR'\ODQ¶VLQKRZVKHGLGQ¶WWKLQN
that there was anything unusual in her extreme levels of distress. Whilst 
7DQ\D¶V FXrrent help-seeking patterns are now very different, her early 
H[SHULHQFHVKHGVOLJKWRQWKHSURFHVVRIILUVWFRPLQJLQWRFDUHDVZLWK'\ODQ¶V
recent experience. 
,GHQWLILFDWLRQ RI D µSUREOHP¶ LV WKHUHIRUH HVVHQWLDO IRU KHOS-seeking to 
take place. For participants experiencing multiple or ongoing difficulties, and 
for whom distress is to be expected, the labelling of their distress as anything 
EXW µWKHLU SUREOHPV¶ LV XQQDWXUDO 7KH FRH[LVWHQFH RI VHYHUHO\ GLVWUHVVLQJ
circumstances (and in particular, circumstances that are not temporary or 
sudden, but rather ongoing and a part of their wider life) at once increases the 
levels of distress in their lives and also renders it likely that their distress will 
EHYLHZHGDVµDSDUWRIOLIH¶DVRSSRVHGWRVRPHWKLQJWKat could necessarily be 
KHOSHGE\DQ\IRUPRILQWHUYHQWLRQ'DYLG¶VVWRU\EULHIO\GLVFXVVHGLQFKDSWHU
3 in the section on ethics, also followed a similar pattern; he had no idea that 
WKHUH ZDV VRPHWKLQJ µZURQJ¶ ZLWK KLV HPRWLRQV KH ZDV MXVW H[WUHPHO\
distressed because he had to face the possibility that he might die from cancer. 
The idea that he was also depressed came as a shock to him, and he had not 
EHHQDZDUHWKDWDQ\WKLQJPLJKWEHµZURQJ¶ZLWKKLPXQWLODQXUVHWROGKLPWR
seek help. In addition to their distressing circumstances, Dylan and Tanya both 
point out that they had little understanding around the topic of mental health 
(or of services that might be geared towards people experiencing distress) and 
this is likely to have rendered any identifLFDWLRQRIDµSUREOHP¶ZLWKWKHLULQQHU
feelings (that is, interpreting them as signifying some kind of mental health 
problem) particularly difficult. Low mental health literacy does appear to be 
pertinent as well as the experience of extremely distressing circumstances. For 
SUREOHPVWREHODEHOOHGDVUHODWLQJVSHFLILFDOO\WRµPHQWDOKHDOWK¶SDUWLFLSDQWV
were therefore partly reliant on others around them doing the labelling.   
 
Discussion 
The concept of normalisation is frequently discussed as a factor in the 
delay of help-seeking; the examples given above provide useful illustrations of 
how the experience of extremely distressing circumstances lends itself to 
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QRUPDOLVDWLRQ $Q\ QRWLRQ RI ZKDW µQRUPDO¶ should feel like was particularly 
hard to conceptualise; it was particularly hard for certain individuals to identify 
ZKHWKHUDQ\WKLQJZDVLQIDFWµZURQJ¶RWKHUWKDQWKHLUGLVWUHVVLQJFLUFXPVWDQFHV
It is pertinent to reiterate that individuals were unable to know that their inner 
experiences should be any different; they had no way of knowing what a 
µQRUPDO¶UHVSRQVHZRXOGKDYHEHHQ LQ WKHLUVLWXDWLRQERWKRI WKHVHPHDVXUHV
being socially defined), and it was the intervention of others that finally 
brought them into care. What is notable about these participDQWV¶VWRULHVLVWKDW
the close alliance between the life problems and distress renders categorisation 
RIVRPHWKLQJµZURQJ¶DGLIILFXOWSURFHVVSRWHQWLDOO\REVFXULQJWKHQHHGWRVHHN
KHOSXQWLODSHUVRQ¶VZLGHUQHWZRUNLQWHUYHQHV 
There are two related debates that this could also feed into, that I will 
only signpost here: the first is that it could be argued that this provides support 
for a perspective of social causation, that is, that the experience of distressing 
life circumstances renders the development of mental health problems more 
likely. It is not possible to further address this argument within the remit of this 
study. Alternatively, given their very distressing circumstances, the idea that 
WKHUH ZDV D µGLVRUGHU¶ SUHVHQW i.e. that their response was in some way 
pathological, could be viewed as inappropriate. This discussion, which feeds 
into ideas summarised by Pilgrim and Bentall (1999) about the disutility of 
YLHZLQJGLVWUHVV WKDW LVVRFLDOO\GHULYHGDVDQµLOOQHVV¶ LVDOVR WRR ODUJH WREH
discussed here. 
,ZLOOQRZGLVFXVVWKHUROHRIRWKHUVUHIHUUHGWRDVµZLGHUQHWZRUNV¶LQ
helping individuals come into care.  
 
7KHUROHRIDQLQGLYLGXDO¶VZLGHUQHWZRUNLQWKHKHOS-seeking process 
7KLV VHFWLRQ ZLOO FRQVLGHU KRZ SDUWLFLSDQWV¶ KHOS-seeking trajectories 
were affected by their social context (or not). I will consider how certain 
SDUWLFLSDQWV¶ VWRULHV LQYROYHRWKHUSHRSOHDQGKRZ WKHVHRWKHUSHRSOH VKDSHG
the specific trajectories taken. It should be noted that, as the participants in this 
study comprise a heterogeneous group of help-seekers, there are some whose 
help-seeking did not involve other people. This section will show how the data 
supports an approach that views help-seeking as contextually-shaped; whilst 
some individuals did not discuss other people as playing a role in their story 
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(whether in relation to their distress, access to resources or sanctioning), the 
role of other people is significant in other stories. I will also consider whether 
there are meaningful differences between those who received help from others, 
and those who did not. This section contains a number of sub-themes and so 
has been divided into discrete sections in order to facilitate clarity of data 
presentation and analysis; data will be presented and analysed, with 
corresponding discussion following each sub-theme in turn. I will then provide 
a brief discussion summarising the section as a unified whole.   
:KHQUHIHUULQJWRµVRFLDOFRQWH[W¶,DPUHIHUULQJ to the people around 
the individual ± their wider network; this includes people with whom the 
individual has meaningful contact: friends, family, colleagues and their wider 
community (such as people who work in an advisory capacity, including GPs). 
This could be likened to social networks, and to social capital, both of which 
are viewed as ways of shaping pathways to care, as discussed in the literature 
review. I will go on to highlight one specific aspect of the network ± regular 
contact with healthcare professionals ± as particularly salient. I will use the 
WHUPVµFRQWH[W¶DQGµQHWZRUN¶LQWHUFKDQJHDEO\IRUWKLVGLVFXVVLRQ 
 
,GHQWLI\LQJDµSUREOHP¶ 
$VLGHQWLILHGDERYHLQ'\ODQ¶VH[DPSOHWKHSHRSOHDURXQGKLPSOD\HG
an important role in noticing changes in him, identifying that there might be a 
problem (above and beyond his difficult living circumstances), and helping 
him come into contact with some form of care. His help seeking cannot be 
viewed as an individual process but one that was very much a product of his 
context, that is, it includes the intervention of the people around him. I will 
now address how and when help-VHHNHUV¶FRQWH[WVPD\KDYHSOD\HGD UROHLQ
them coming into care, drawing further upon the examples mentioned above, 
as well as the other help-seeking participants. 
Returning back to Dylan initially, his is the clearest example of a 
SHUVRQ¶VQHWZRUNKHOSLQJWKHPFRPHLQWRFDUH'\ODQKDGQRDZDUHQHVVRIDQ\
change in himself, and it was only after many comments from his friends and 
family, telling him that he had changed and that there was something actually 
wrong with him, that he began to see it himself:  
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Dylan: over the last four years, five years you could say, my social life 
my mates and friends, people have seen changes in me .. I mean ,GRQ¶W
QRWLFH WKHP  WKH\ EHHQ VD\LQJ µ\RX¶UH QRW WKH VDPH DV ZKDW \RX ZDV
\RXGRQ¶WORRNQRUPDO\RXGRQ¶WDFWQRUPDO«\RX¶UHQRWWKHVDPH¶,
MXVWWKRXJKWLWZDVMXVW«EHLQJQRUPDO\RXNQRZZKDW,PHDQDQGLW¶V
MXVW  DFFXPXODWHGDQG WKLQJ¶V Must .. kept building up and building up 
DQGEXLOGLQJXSDQGEXLOGLQJXSDQGLW¶VJRWWRWKHVWDJHWKDW«ZKHUHLW
MXVW JRW WR WKH SRLQW ZKHUH , WKRXJKW µEORRG\ KHOO WKHUH LV VRPHWKLQJ
ZURQJ¶«LWWRRNPHIRXU\HDUVQHDUO\ILYH\HDUVWRUHDOLVH«WKDWWKHre 
is .. there was something drastically wrong >@DQG,FRXOGVHHLQP\¶VHQ
>P\VHOI@WKDW,¶GFKDQJHG«DQG,GRQ¶WNQRZZK\WKDWZDVEXWLWMXVW
something just clicked one day .. and then my parents were worried 
DERXWPHP\EURWKHUVLW¶VMXVWJRWto the stage where they said you need 
WRGRVRPHWKLQJ'\ODQ\RXNQRZZKHQVRPHRQH¶VDOZD\VWU\LQJWRSXVK
\RXWRGRVRPHWKLQJ,WKRXJKWµRK,FRXOGGHDOZLWKLWP\¶VHQ¶>P\VHOI@
LWJRWDSRLQWZKHUH,FRXOGQ¶W 
 
'\ODQ¶V DFWXDO KHOS-seeking took place when a hospital consultant noticed a 
drastic change in him, and advised him to seek help from his GP; it was this 
additional push that finally led Dylan to seek help. His network played an 
important role in helping him to realise that there was a problem and in 
directing him towards appropriate help. The advice of a healthcare professional 
played an important role in this.  
Anna has been in contact with mental health services for roughly 
eighteen years; she is one of the long-term help-seekers interviewed. Her recent 
help-seeking involved sanctioning from her partner, upon intensification of 
suicidal feelings that were causing them both concern. Her recent help-seeking 
is therefore the outcome of her own interpretation plus the support and concern 
of her partner; this differs somewhat from her history of seeking help. She talks 
about a history of mental health problems that she attempted to deal with on 
her own; prior to coming into contact with care, she was aware that there was 
something wrong but she wished to keep her problems to herself because she 
believed that it was important to deal with problems without outside help: 
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Sue: \RX¶YHVDLGWKDW\RX¶YHKDGPHQWDOKHDOWKSUREOHPVVLQFHFKLOGKRRG
>KHDUµ\HV¶@EXWWKDW\RXFRSHGZLWKWKHPXSXQWLOWKHDFFLGHQt  
Anna: XP« , WULHG WR FRSH ZLWK LW ,¶P QRW VD\LQJ , GLG YHU\ ZHOO DW
coping with them um [...] I kind of come from a background where it was 
GULOOHG LQWR PH WKDW \RXU SUREOHPV DUH \RXU SUREOHPV \RX GRQ¶W VKDUH
WKHP ZLWK RWKHU SHRSOH \RX GRQ¶W VKRZ WR RWher people you deal with 
WKHPVR,¶GNLQGRIEHHQEURXJKWXSIHHOLQJWKDW,FRXOGQ¶WDVNIRUKHOS
and that I just had to somehow make it through, that that was my 
problem and I had to deal with it so until I really did fall apart, 
completely fall apart um .. I was .. I was coping, badly but I was coping .. 
 
Anna had a very strong desire to keep her problems to herself and deal with 
them in her own way, which she had been able to do until she was involved in 
a serious accident in which she sustained permanent physical injuries. It was 
while she was in hospital VKHKDGWRVWD\LQKRVSLWDOIRUµVRPHWLPH¶DIWHUKHU
accident) that a consultant observed her mental health difficulties and she was 
referred to a psychiatrist.  
 
Sue: could you tell me a little bit about how you found help at that [first]  
time ..  
Anna: um that was.. again a referral it came through the hospital at that 
time and because as a result of the accident I spent some time in hospital 
um, and one of the consultants was aware that my mental health state 
ZDVQ¶WJRRG>@VRWKHFRQVXOWDQWFRQWDFted the psychiatric department 
um and .. I was referred to a psychiatrist that way um .. and initially he 
came to see me on the ward while I was still in and then um I had a 
number of appointments with him and again once I was discharged ..  
 
She therefore came into care (relating to her mental health) as a result of 
already being in a medical setting; her distress was observed and categorised as 
a mental health difficulty that was amenable to help, and it was by being in 
contact with medical professionals over a period of time that this process of 
observation and categorisation was enabled. She describes a period a few years 
later when she was experiencing significant problems again:  
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Anna: I actually moved out of the area [from one city to another]  um 
and that kind of ended that particular period of psychiatric help because 
XP,GLGQ¶WIHHOZHOOHQRXJKDWWKDWWLPHWRVHHNKHOSDJDLQIRUP\VHOI
LQP\QHZDUHDXPDQGLWZDVQ¶WXQWLO,KDGDVXLFLGHDWWHPSWDQGwas 
taken into hospital that I was referred back into psychiatric services 
again in the new area ..  
 
At this point, Anna describes being too unwell to seek help for herself, and 
KHOSZDVRQO\VRXJKWRQKHUEHKDOIIROORZLQJDVXLFLGHDWWHPSW$QQDGRHVQ¶W
describe having any support in this new area, although she does not mention 
DQ\IULHQGVRUIDPLO\DQGVRLWPD\VLPSO\EHWKDWLQWKLVUHVSHFWKHUQHWZRUN¶V
role remained unsaid. However, this episode stands in contrast to her most 
recent contact with her GP, when she sought help on the advice (and with the 
support) of her partner, XSRQWKHLQWHQVLILFDWLRQRIKHUVXLFLGDOIHHOLQJV$QQD¶V
story provides different examples of when she did and did not seek help, in 
different contexts. Her presence in medical care played a pivotal role in her 
accessing help (indeed, she would have preferred to keep her problems to 
herself). She later seeks help upon the advice of her partner, and this is in 
contrast to a previous episode when she felt too unwell to seek help, at which 
point she was not involved with her current partner and does not refer to 
UHFHLYLQJ VXSSRUW IURP DQ\RQH HOVH $QQD¶V KHOS-seeking has therefore been 
significantly affected by support and/or intervention from other people. 
 .DUD¶VH[SHULHQFHVKRZVVRPHHYLGHQFHRIVXSSRUWIURPRWKHUVWKRXJK
it is unclear as to the extent that they played a role; she describes being 
repeatedly encouraged by her friend to seek care. Kara, who grew up in a home 
blighted by domestic violence that she left a few years previously, initially 
sought help for sleep problems. While she was at her GP consultation she 
EURNH GRZQ DQG VDLG WKDW VKH FRXOGQ¶W FRSH ZLWK KHU LQQHU IHHOLQJV 6KH
describes that this was not premeditated, although she does point out that her 
friend had been encouraging her to do so: 
 
Kara: P\IULHQGWKDW,¶YHMXVWEHHQRQDERXW>DIULHQGVKHKDGSUHYLRXVO\
been talking about to illustrate a story of depression] she tried pushing 
PH IRU >ODXJKV@ VKH¶V EHHQ WU\LQJ WR SXVK PH IRU WKH ODVW two or three 
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\HDUVVLQFH,¶YHNQRZQKHUSUREDEO\XPto go and speak to someone .. 
VKH VD\V µ\RX SUREDEO\ GRQ¶W QHHG DQWLGHSUHVVDQWV \RX SUREDEO\ MXVW
QHHGWRJRDQGKDYHDFKDW¶ 
 
.DUD¶V VWRU\ZLOOEHGLVFXVVHG LQPRUHGHWDLO LQFKDSWHU VXIILFH WR VD\ WKDW
she did not specifically think she had a problem, although she periodically 
engaged in risky behaviours that affected her relationships with her partner and 
ZLWKKHUIULHQGV.DUD¶VVWRU\FRQWDLQVVRPHFRQWUDGLFWLRQVKHWDONVDERXWQRW
thinking she had a problem, though she later says that she felt that on some 
level she knew VKH KDG D SUREOHP DQG WKDW VKH¶G EHHQ FRQFHUQHG DERXW WKH
consequences of seeking help and of having her daughter taken away from her. 
This contradiction must be borne in mind. However, she does speak of her 
friend encouraging her to seek help, and this may have played a role in her 
decision to speak to her GP when her feelings became overwhelming. In 
.DUD¶VH[DPSOH LWZDVKHUGLIILFXOW\VOHHSLQJDphysical cue) that led her to 
seek help from her GP, and once in the consultation she expressed her difficult 
IHHOLQJV,WLVGLIILFXOWWRNQRZWKHH[WHQWWKDWµVDQFWLRQLQJ¶E\RWKHUVSOD\HGD
UROHLQGHHGLQ'\ODQ¶VH[DPSOHWRRLWLVSRVVLEOHWRVHHWKDWVDQFWLRQLQJZDV
ongoing, even though help was only sought when a hospital consultant advised 
him to do so. In these examples, sanctioning may have been tempered by 
denial or a belief that their problems are not severe (discussed as barriers in the 
literature review) and concern over the consequences of seeking help (such as 
.DUD¶VH[SUHVVHGFRQFHUQDERXWKHUFKLOGEHLQJ WDNHQDZD\.DUD¶VH[DPSOH
does not clearly demonstrate the impact of her network, although it does 
provide an example that there was some attempt at helping her towards seeking 
formal help (and in this case, by someone who had experience of care relating 
to mental health). As this section is addressing the role of networks, it is 
important to consider those whose stories do and do not support the theme, so 
that negative cases can potentially enhance understanding. 
TanyD¶V H[SHULHQFH DV PHQWLRQHG DERYH ZDV RQH ZKHUH VKH GLG QRW
come into care until help was sought for her after a suicide attempt. Her 
network did not help her identify any problems, and indeed she was living in 
very difficult circumstances after leaving her marriage that was blighted by 
domestic violence. Tanya describes a period of living with her mother, when 
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they were not on speaking terms; during this time she suspects that she had a 
breakdown (she applies this label after the event) although at the time, she did 
not know what was wrong. She describes:  
 
Tanya: P\ERG\MXVWZHQWLQWROLNHXP«OLNHMHOO\,MXVWZDVOLNHD
walking zombie .. and there was ..situations surrounding it at the time 
which was my ex-KXVEDQGDQGP\PXPZRXOGQ¶WVSHDNWRme and I was 
living back with my mum and there was just no support around me and I 
MXVWUHPHPEHUZDNLQJXSRQHGD\DQG IHHOLQJVRPHWKLQJ¶VKDSSHQHG WR
PH,MXVWGRQ¶WIHHOOLNH,¶PIXQFWLRQLQJRQDQRUPDOOHYHOXPEXWLW¶V
only probably a year or so afWHUWKDW,ORRNHGEDFNDQGWKRXJKWµWKDWZDV
DQHUYRXVEUHDNGRZQ¶EXW,ZDVQ¶WDZDUHRIZKDWLWZDVDWWKHWLPH,KDG
no one to speak to, ,ZDVQ¶WYHU\DZDUHRIGRFWRUVDQGWKHUDS\,GLGQ¶W
have a supportive family, you know .. 
 
As mentioned above, help was sought for Tanya following a suicide attempt. 
Her network did not help her to identify her problems or to enter care, nor did 
it play a supportive role (indeed her home life may have contributed to her 
distress), and it provides an example of how a network might fail to support an 
individual.  
 The remaining help-seeking participants do not mention their networks 
LQ WHUPVRIFRPLQJ LQWRFDUH DOWKRXJK'HEELH¶V VWRU\GRHVQRW ILW LQWRHLWKHU
group because her original help-seeking took place when she was a child, at 
which point it is expected that help would be sought for her, as opposed to her 
seeking it independently. Debbie is a long-term help-seeker and her initial 
help-seeking took place when she was seven years old. Her current help-
seeking patterns reflect her own decisions to seek help; when experiencing a 
period of distress, she engages in self-PDQDJHPHQWLQFOXGLQJµZDWFKIXOZDLWLQJ¶
(Cape et al. 2000) and only consults her GP if she feels that her problems are 
not improving.  
Cath sought help from her GP when her attempts to deal with the cause 
of her distress (the ill-treatment of her by her employer) failed. She attempted 
to resolve her problems with her employer, but when the ill-treatment 
continued and she found herself unable to attend work without experiencing 
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extreme anxiety, she consulted her GP who recommended a month away from 
work. In this instance, her network did not help resolve her problems, although 
her network ± in particular, her employer ± was in some way responsible for 
her distress. She was unable to resolve her problems by repairing their working 
relationship, and so she resorted to dealing with the associated distress itself. 
Upon finding new employment soon after returning to work, her problems 
were resolved. In this example, she attends a consultation when she feels that 
more practical alternatives have been exhausted; she does not need help 
identifying that there is a problem. Her GP is sympathetic towards her 
SUREOHPVDQGGLDJQRVHVµZRUN-UHODWHGVWUHVV¶ 
$QWRQLR¶VH[DPSOHSURYLGHVQRUHIHUHQFHWRKLVQHWZRUNLQWKLVLQVWDQFH
His seeking of care was for the purpose of finding out whether his physical 
health was in any way threatened by his inability to relax, following the death 
RIKLVPRWKHU+HZDVVWUXJJOLQJWRGHDOZLWKKLVJULHIDQGVLQFHKLVPRWKHU¶V
death had been suffering from headaches, and seemed unable to relax as he 
previously could. He was concerned that his health might suffer, whether 
temporarily or permanently, at a time when his health needed to be particularly 
good; his wife was pregnant with his second child and he was concerned that 
he remain fit enough to work and be involved in parenting. Antonio therefore 
recognised some form of problem, and sought advice as to the potential 
consequences of this problem; he also hoped to receive some advice on how to 
deal with his grief, and how to relax more effectively.  
3DWULFN¶VKHOS-seeking took place as a result of a panic attack, related to 
his health fears. Patrick had recently been told that he was at high risk of a 
stroke or heart attack, and recently witnessed the death of an old friend who 
was diagnosed with the same condition (atrial fibrillation). The symptoms of 
his panic attack (raised blood pressure and raised heartbeat) are similar to those 
of his condition worsening to a heart attack, and this increases his panic; his 
seeking of help was therefore for emergency assistance from his GP, who 
placed him on a heart monitor and assessed his condition. Had his GP not been 
available he would have called for an ambulance. His seeking of help is 
specifically health-related; Patrick was very aware that there was some form of 
problem, but he feared that it may be his physical health as opposed to a panic 
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attack. He did not require help in identifying a problem, or in selecting a course 
of action.  
6DOO\ $QQH¶V VWRU\ GRHV QRW SURYLGH DQ RYHUW XVH RI QHWZRUNV 6KH LV
frequently within a medical setting because she is undergoing investigations for 
age-UHODWHGSK\VLFDOFKDQJHVVKHVRXJKWKHOSLQLWLDOO\IROORZLQJDµIUDFDV¶WKDW
left her very distressed, and she was prescribed Valium by her GP. It is not 
clear whether she attended this initial appointment specifically because of this 
fracas, or whether she was at a GP consultation relating to her physical health, 
and also spoke about her experience. At a subsequent appointment with a 
different GP (in relation to her physical health problems) she requested 
additional Valium and was told that she was not allowed; she was prescribed 
antidepressants and referred to counselling. Her presence in a medical setting 
enabled her request for additional medication (and her previous experience also 
framed her expectation of Valium). Whilst it is not clear whether she initially 
sought help only because of her distress, or whether she was already present in 
a medical setting and so decided to discuss it, it is clear that she was able to 
discern that there was something wrong i.e. that she was very distressed, and 
that a GP might be able to provide her with help.  
Specifically, for those participants who did not refer to their networks 
as playing a role (Cath, Antonio, Patrick and Sally Anne), they were able to 
identify some kind of problem and also choose their GP as a potential source of 
help. For those whose networks were mentioned (Dylan, Anna and Kara, and 
DOVR 'DYLG¶V VWRU\ JLYHQ LQ FKDSWHU  WKH SURFHVV RI LGHQWLI\LQJ D SUREOHP
took longer and was more complex; their networks ultimately helped them to 
identify that something was wrong, or at least provided some confirmation (or 
µVDQFWLRQLQJ¶ WKDW WKHUH ZDV D SUREOHP DQG WKDW KHOS PLJKW EH VXLWDEOH )RU
Tanya, who was unaware that there was a problem, her network appears to 
have failed in helping her realise there was a problem, and no help was sought 
for her until she attempted to take her own life. The role of networks therefore 
appears to be most relevant where individuals are unaware that there is a 
problem, or are struggling to interpret their experiences. This may seem to be a 
truism, in that only those who were unable to help themselves (or were not 
doing so) were likely to trigger others into advising some form of help; 
however, it remains pertinent to point this out, as problems of interpretation 
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have already been highlighted above as a potential significant barrier to the 
seeking of help.  
 
Discussion 
This section provides an illustration of the importance of other people 
in helping certain individuals come into care. It leads on from the previous 
section that showed how certain individuals were particularly unable to 
recognise a problem within themselves, and thus relied on help from others. It 
is salient to note that for those individuals whose accounts do not include 
reference to other people, there was a more clear recognition of distress within 
themselves, and thus their distress was dealt with more swiftly. The help of 
others therefore plays a role in helping individuals to recognise that a problem 
exists (or rather, categorise WKHLU SUREOHPV DV ZLWKLQ WKH UHDOP RI µPHQWDO
KHDOWK¶7KLVIHHGVLQWRFXUUHQWUHVHDUFKE\3HVFRVROLGR(2011), whose recent 
work supports a similar argument ± WKDW D SHUVRQ¶V ZLGHU QHWZRUN SOD\V D
significant role in their access to formal resources. For those whose network 
KHOSHGWREULQJWKHPLQWRFDUH=ROD¶V(1973) µWULJJHUV¶UHPDLQSHUWLQHQWLQWKDW
µVDQFWLRQLQJ¶ SOD\HG D UROH LQ DGGLWLRQ ZKLOVW µLQWHUIHUHQFH ZLWK VRFLDO
IXQFWLRQLQJ¶ KDV DOUHDG\ EHHQ GLVFXVVHG DV DSSHDULQJ LQ WKH OD\ JURXS DV D
trigger, an additional trigger of Zolas not yet mentioned in the findings ± µWKH
RFFXUUHQFH RI D FULVLV¶ ± is pivotal for some of the help-seekers as a more 
immediate reason for seeking help. It is only when there is a sense of 
µHPHUJHQF\¶WKDWDSUREOHPEHFRPHVFOHDU7KHUHIRUHLQWKHH[DPSOHVRI6DOO\
Anne and Patrick in particular, their immediate need for relief led to their 
seeking of help.  
Kara and Cath both show that once in a GP consultation, they both felt 
overwhelmed emotionally and expressed their inability to cope with their 
distress. The occurrence of some sort of crisis is therefore an additional trigger 
drawn from the work of Zola (1973) that is found in these stories, along with 
the salience of being able to cope with daily obligations, and the importance of 
physical cues that were discussed in the lay group. Blaxter (2010) discusses the 
VDOLHQFHRISK\VLFDOKHDOWKWRPHQ¶VKHOS-seeking in particular, arising from the 
LPSRUWDQFHRIEHLQJDEOH WR IXQFWLRQQRUPDOO\DQG$QWRQLR¶VKHOS-seeking is 
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an example RI VXFK PRWLYDWLRQ KRZHYHU 3DWULFN¶V KHOS-seeking does not fit 
such a pattern as his health concerns were much more extreme and urgent.  
As argued in the literature review (and as put forward by Pescosolido 
and Boyer (1999)), models that account for help-seeking have begun to cohere 
towards an acceptance that help-VHHNLQJRXWFRPHVDUHDSURGXFWRIDSHUVRQ¶V
context, as well as of their individual predisposing characteristics. Thus, there 
is increasing acceptance of the importance of context in shaping whether (and 
how) individuals come into care. The Network Episode Model (NEM), which 
has continued to be revised over the last decade or so (Pescosolido et al. 1998, 
Pescosolido and Boyer 1999, Pescosolido 2011), has expanded to encompass 
DQLQGLYLGXDO¶VFRQWH[WLQDQXPEHURIZD\VDVZHOODVDQLQGLYLGXDO¶VELRORJ\
The NEM seeks to explain more than help-seeking (it also addresses 
FRPSOLDQFH ZLWK WUHDWPHQW DQG DQ LQGLYLGXDO¶V illness career), but it also 
usefully locates help-seeking as being inherently contextual, and the data from 
this study supports such an approach. Rather than considering help-seeking as 
an individualised act (such as the focus of Biddle HW DO¶s (2007) Cycle of 
Avoidance (COA)), help-seeking must be viewed as an outcome of an 
individual alongside their context. The data in this section seeks to demonstrate 
that for individuals who were able to recognise a problem (and categorise it as 
potentially amenable to medical help), help-seeking was relatively clear-cut. 
However, for those who struggled to recognise that there was a problem (and in 
particular, those who were experiencing extremely distressing circumstances 
under which the experience of extreme distress was to be expected), their 
networks played a more important role. It is therefore not possible to account 
for help-VHHNLQJ XVLQJ D µRQH VL]H ILWV DOO¶ DSSURDFK EXW LW LV QHFHVVDU\ WR
recognise that wider networks play a role for certain people. Whilst Biddle et 
DO¶s work does provide valuable insight into the internal process that might 
take place, it is important to view this as an adjunct to an approach that also 
FRQVLGHUV DQ LQGLYLGXDO¶V FRQWH[W 3HVFRVROLGR¶V (2011) continuing emphasis 
XSRQ WKH UROH RI QHWZRUNV DQG µRWKHUV¶ LQ WKH KHOS-seeking process, which is 
embodied by the latest revision of the NEM ± the NEM Phase III (2011) ± is 
supported by the data in this study; this represents a useful qualitative UK-
based adjunct to the work of Pescosolido, and represents an original finding 
from this perspective (that is, an in-depth qualitative, interpretivist study within 
183 
 
the UK). Freidson (1970) suggested that the influence of lay referral networks 
XSRQDQLQGLYLGXDO¶VWUDMHFWRU\UHQGHUHGKHOS-seeking less an individualised act, 
DQGPRUHDQDFWWKDWZDVWKHRXWFRPHRIWKDWSHUVRQ¶VQHWZRUNi.e. the advice 
of others, in relation to the indiYLGXDO¶VSUREOHP7KHVDOLHQFHRI)UHLGVRQ¶V
argument remains, and may potentially be applied to other aspects of an 
LQGLYLGXDO¶VOLIHDV,ZLOOGLVFXVVEHORZ 
It should also be noted, that in addition to networks helping individuals 
to recognise a problem, networks also appeared to play a role in the 
LQGLYLGXDO¶VGLVWUHVVLQJH[SHULHQFHV3HVFRVROLGR (2011, 2010) points out that 
the latest embodiment of the Network Episode Model ± NEM III ± usefully 
LQFOXGHVDSHUVRQ¶VFRQWH[WDs a factor in the causation of their distress, as well 
as in coming into care6KHDUJXHVWKDWFRQWH[WLVLQVHSDUDEOHIURPDSHUVRQ¶V
experience, and thus she argues for such a contextual approach. Whilst I have 
already stated that a discussion of causation is beyond the remit of this study, 
WKHVWXG\GRHVSRLQW WRZDUGV WKH LQWLPDWHUROH WKDW LQGLYLGXDOV¶FRQWH[WVKDYH
played in their stories, not just in them coming into care.  
The rest of this section will be used to illustrate examples of how 
specific networks culminated in access to resources, including resources that 
may not have been available to all.  
 
The role of networks in shaping access to resources: inclusion of stories from 
lay participants 
,WLVLQWHUHVWLQJWRLQWURGXFHWKUHHSDUWLFLSDQWV¶VWRULHVIURPWKHOD\JURXS
in order to further illustrate the role that networks can play in bringing a 
SHUVRQ¶V GLVWUHVV LQWR FDUH RU QRW 7KHVH VWRULHV SURYLGH LQVLJKW LQWR KRZ
members of the lay group have gone about seeking help based upon the 
resources they have available to them ± resources that appear less available to 
the members in the help-seeking category. The examples that follow show how 
individuals were able to access help that reduced their need to seek care from a 
GP (or in one case, it shows how additional advice was sought prior to seeking 
help from a GP). These participants were able to access resources that are not 
universally available, by deed of their status as employed, student and high 
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Sarah spoke about her experience of distress and of being advised to seek 
help by a colleague at her workplace. She had experienced a traumatic incident 
whilst at work (as discussed in chapter 4) and had been struggling with her 
emotions since, experiencing flashbacks and nightmares. Upon the advice of a 
colleague she accessed private counselling through her workplace and so 
bypassed any need to visit her GP (which she felt would have been off-putting 
due to likely ZDLWLQJ OLVWV ,Q WKLV VFHQDULR 6DUDK¶V FROOHDJXH KHOSHG KHU
identify that something was wrong, as discussed in chapter 4; the following 
excerpt has already been provided in chapter 4, and a curtailed version now 
follows:  
 
Sarah: ,FDQ¶WWKLQNZKRLWZas.. it was one of my colleagues, who said 
6DUDKKDYH\RXWKRXJKWRIWDONLQJWRDQ\ERG\DQG,VDLGµZHOOZKR¶\RX
NQRZ DQG VKH ZHQW µZHOO \RX FDQ WKURXJK¶ FDXVH VKH¶V JRLQJ WR
VRPHERG\ KHUH DW FROOHJH DQG VKH VDLG µZHOO \RX FDQ HLWKHU VSHDN WR
somebody tKURXJK FROOHJH RU WKH\ XVH LQGHSHQGHQW SURYLGHUV IRU VWDII¶
DQG,WKRXJKWµRKZHOO,¶OOJLYHLWDJR¶ 
  
6DUDK¶V FROOHDJXH QRW RQO\ KHOSHG KHU WR LGHQWLI\ WKDW VRPHWKLQJ ZDV ZURQJ
but she also provided signposting to help that was available through her 
worNSODFHLWLVZRUWKQRWLQJWKDW6DUDK¶VFROOHDJXHDOVRDWWHQGHGWKLVVSHFLILF
workplace counselling). Sarah was then able to access private counselling 
through her workplace without visiting her GP. Her experience does not count 
as help-seeking via a GP (for the purposes of this study), but it is an instance of 
accessing help via a different route, a route with restricted access. She 
therefore has differential access to care based upon her specific employment 
type.  
Another of the lay participants, Kate, accessed private counselling 
through her university:  
 
Kate: ,VDZDFRXQVHOORUHDUOLHURQLQWKLV\HDUDWXQLYHUVLW\FDXVHLW¶V
free so I thought why not .. 
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Kate had been experiencing a period of distress arising from some problems 
within her family thaW OHG WR WKHEUHDNGRZQRIKHUSDUHQWV¶PDUULDJH DQG WKH
ceasing of communication between her and her mother. Her decision to use 
counselling was based upon her easy access to it, access that is restricted solely 
to students and other members of the universLW\$JDLQ.DWH¶VDFFHVVGRHVQRW
count as formal help-seeking for the purposes of this study, but it nonetheless 
represents access to help in the form of counselling, that reduced any potential 
need to see a GP for such help. 
 Diane talked about her own personal experience of seeking help on her 
QLHFH¶VEHKDOI+HUQLHFHKDGEHHQVH[XDOO\DVVDXOWHGZKLOVWWUDYHOOLQJDEURDG
and Diane was keen to find out about the psychological consequences of the 
attack and provide appropriate support to her niece, who was living with her 
upon return home. She carried out internet research to locate and make contact 
with Rape Crisis (a national charity that provides support and counselling to 
female victims of sexual violence), and was also able to speak to a friend of 
hers who was a doctor. By consulting her friend, she could access medical 
advice informally:  
 
Diane: WKHUH¶VD IULHQGRIPLQHZKR¶VDGRFWRUDQGVDLGD ORWRI  \RX
know everything, that she would have nightmares or whatever and things 
like that so .. in some ways I then felt prepared for what might happen 
 
Diane accessed counselling for her niece directly through Rape Crisis; she was 
VXEVHTXHQWO\GLUHFWHGWKHUHE\KHUQLHFH¶V*3VKHDWWHQGHGD*3FRQVXOWDWLRQ
with her niece) but by that time had already initiated contact and obtained 
support directly. Diane was pleased that she had done this, and not waited to 
receive advice at the GP consultation, as she had been able to secure help for 
her niece more quickly; additionally, the informal advice of her friend who was 
a doctor helped her to be better prepared for dealing with the aftermath of the 
attack. She had been able to discuss her fears and obtain advice from a health 
professional, with someone who knew her and was willing to take time to 
address her concerns. 
7KHVHSDUWLFLSDQWV¶VWRULHVSURYLGHGLIIHUHQWH[DPSOHVRIKRZDQHWZRUN
can help someone to come into care without visiting a GP; Sarah and Kate had 
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privileged access to counselling by virtue of their roles as employee and 
student respectively. Diane had access to the informal advice of a doctor, who 
was a friend of hers and therefore willing to provide advice on that basis. In 
these examples, they belonged to networks that provided differential access to 
useful resources, in addition to the receipt of support and signposting that was 
present in the help-seeking category. Kate and Sarah were able to access free 
counselling without consulting their GP; whilst it may be that neither of them 
would ultimately have sought help via their GP, their differing access (via their 
networks) means they did not need to attend a consultation to access free 
counselling. These examples show that these specific members of the lay group 
had more informal access to support than the members of the help-seeking 
group, most of whom were not employed, or employed in casual, manual, low 
paid work. Kara is an exception to this and her employment is discussed more 
in section 6, further illustrating this point in a discussion relating to perceived 
access to care. For those help-seekers who were employed, only Kara 
mentioned access to workplace counselling, which she then accessed after 
receiving her diagnosis from her GP; she did not access it prior to seeking help 
as she did not view herself as specifically needing any help, her GP diagnosed 
her as depressed and referred her to counselling.  
 
Discussion 
 By including the stories of participants from the lay group, it is possible 
to see that certain participants had differential access to some form of support, 
that may have averted the need for help from a GP. This points towards a 
related discussion: that individuals who do not have privileged access to 
support or advice are more likely to have to seek help from their GP (thus 
feeding into statistics relating to the prevalence of problems within GP care), 
and that individuals who have privileged access to care may be able to access 
help more quickly because the need to visit a GP is eliminated (this is briefly 
discussed below, and in chapter 6). These points are significant and merit brief 
signposting, although they are beyond the remit of this study. Where 
individuals do not have access to free counselling (that is, without cost), or the 
advice of a doctor without consulting a GP, this points towards the possibility 
that statistics relating to help-seeking may omit the extent to which people 
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access informal channels of help and advice ± µLQIRUPDO¶KHUHXVHG WRGHQRWH
services or advice that do not require a GP referral, including counselling and 
other therapeutic services that are available through direct access. Thus, 
individuals with greater access to resources may be less likely to require formal 
help, and to be recorded within help-seeking statistics. This is beyond the remit 
of the study to investigate, however it would serve as an interesting focus for 
additional study. Nonetheless, it is possible that those with fewer resources 
require more formal help, which may in part feed into continuing trends of 
recorded mental health problems being most prevalent amongst those with 
lower socio-economic status, which is a continuing trend (Marmot 2010). This 
LVQRWWRIRUZDUGDQµDUWHIDFW H[SODQDWLRQ¶(Rogers and Pilgrim 2005, p.45) i.e. 
that the association observed between inequality and poor mental health 
reflects a measurement artefact alone, but rather to emphasise that social 
factors affect those who require formal help, and those who might not, which 
may amplify social inequality as well as reflect it. This may also be exacerbated 
by the speed at which individuals discuss being able to access such informal 
care. The work of Pescosolido (1992) supports the role of networks in 
SURYLGLQJ SHRSOH ZLWK JUHDWHU µRSSRUWXQLW\¶ WR DFFHVV FDUH ,W LV LPSRrtant to 
point out that it is not possible to know whether Sarah and Kate would have 
sought help from their GP had they not been able to access counselling (indeed 
Sarah speculates that she would most likely have sought help only in the event 
of physical problems developing, such as inability to sleep), and so this 
discussion relates to potential implications that are speculative. 
 7KHSRLQWRIWKLVVHFWLRQLVWRLOOXVWUDWHWKDWDSHUVRQ¶VZLGHUQHWZRUNV± 
whether defined as social capital, social networks or a different definition that 
encompasses support and resources ± affect their likely help-seeking outcome. 
Networks not only help a person identify that there is a problem, but also shape 
what resources an individual has access to, and whether they are able to receive 
support without consulting a GP. This therefore has potential implications 
relating to inequality, which have been signposted here. It may be that if an 
individual has access to informal (i.e. not via their GP) resources including 
workplace counselling, then the need to consult a GP for distress is reduced. 
This again links into recent work by Pescosolido (2011) who points out that a 
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SHUVRQ¶VQHHGIRU± and  access to ± formal resources, may be shaped by their 
wider networks.  
In addition, the role of the networks to which Freidson (1970) refers, 
ZKLFKLVWRFDWHJRULVHDQLQGLYLGXDO¶VGLVWUHVVDVSRWHQWLDOO\DPHQDEOHWRFDUH
is likely to be intensified by the experience of mental health care by members 
of such a network (as is mentioned in the cases of sanctioning that Kara and 
Sarah refer to). This is also mentioned in earlier work by Horwitz (1977); it is 
pertinent to point out that the experience of mental health care by individuals 
ZLWKLQDSHUVRQ¶VQHWZRUNVUHQGHUVWKLVW\SHRIDGYLFHPRUHOLNHO\WREHJLYHQ 
7KH QH[W VHFWLRQ ZLOO QRZ FRQVLGHU D SHUVRQ¶V FRQWH[W LQ UHODWLRQ WR
being within a medical setting (not related to their mental health). Specifically, 
I will discuss how for some people, being within medical care meant that these 
participants were particularly likely to have their distress interpreted from a 
medical perspective; their distress was at once increased by having significant 
and worrying health problems (i.e. they were enduring distressing 
circumstances), and their distress took place in a medical setting, rendering it 
amenable to observation by a medical practitioner and subsequent 
classification. 
 
3ULRUSUHVHQFHLQPHGLFDOFDUHWKHPHGLFDOµJD]H¶ 
+DYLQJ GLVFXVVHG KRZ LQGLYLGXDOV¶ QHWZRUNV SOD\HG D UROH LQ WKHP
coming into care, it is important to address one specific way that appeared to 
be salient for two of the participants in particular. For those who were in a 
medical environment related to the their physical health, their presence in that 
environment rendered their distress as being particularly likely to be viewed as 
something that might fall under the remit of medicine. For those participants 
who were experiencing severe physical health problems (notably Dylan and 
$QQDDOWKRXJK'DYLG¶VVWRU\LQFKDSWHULVDOVRUHOHYDQWWKH\ZHUHDWRQFH
experiencing heightened distress (arising from their health problems) and also 
their distress was witnessed and interpreted by medical professionals. The 
existence of severe health problems, in these cases, therefore intensifies the 
likelihood of having distress framed as a medical issue, because distress levels 
are at once intensified (by the medical problem) and also brought under a 
medical gaze that is likely to view such distress through a medical lens. There 
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is therefore a double-effect, that of increased distress and also increased 
susceptibility to distress being categorised by a medical practitioner. Dylan and 
$QQD¶V VWRULHV ERWK VKRZ KRZ WKHLU SK\VLFDO KHDOWK SUREOHPV UHQGHUHG WKHLU
lives distressing, and were both ushered towards care by people involved in 
WKHLUSK\VLFDOFDUHLQGHHG'DYLG¶VVWRU\LVWKHVDPH,QWKHFDVHRI6DOOy Anne, 
this is less clear, although it is evident that she spends much time in a medical 
setting related to physical health problems, which meant that she was therefore 
more likely to ask for additional Valium (at which point she was directed 
towards counVHOOLQJ DQG SUHVFULEHG DQWLGHSUHVVDQWV '\ODQ DQG $QQD¶V
experiences in particular show that had they not been in a medical environment 
UHODWHGWRWKHLUSK\VLFDOKHDOWKWKH\ZRXOGQRWKDYHVRXJKWKHOSRULQ$QQD¶V
case, had help sought on her behalf) at the time that they did. 
  
Discussion 
There is significant evidence pointing towards high levels of 
coexistence between physical health problems and mental health problems (for 
example, this relationship has been referred to within Government policy 
documeQWV VXFK DV WKH SUHYLRXV /DERXU JRYHUQPHQW¶V µ1HZ +RUL]RQV¶ (DH 
2009)). The data in this study point towards the possibility that presence within 
a medical settiQJUHQGHUVDQLQGLYLGXDO¶VGLVWUHVVDVEHLQJSDUWLFXODUO\OLNHO\WR
EHFDWHJRULVHGDVDPHQWDOKHDOWKSUREOHP7KLVHYRNHV)RXFDXOW¶VFRQFHSWRI
WKHPHGLFDO µJD]H¶ (Foucault 2003 [1973]), that is, a gaze that penetrates the 
body that is presented to the clinician in a medical setting, and classifies and 
interprets signs and symptoms according to their current medical knowledge. 
7KLV LV VXPPHG XS UHSHDWLQJ $UPVWURQJ¶V (1994) assertion given in the 
literature review:  
 
A body analysed for humours contains humours; a body analysed for 
organs and tissues is constituted by organs and tissues; a body analysed 
for psychosocial functioning is a psychosocial object. (Armstrong 1994, 
p.25) 
 
That is to say, because medical professionals view the body as a medical object, 
they are inherently likely to view extreme distress in terms of medical concepts 
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(e.g. depression); therefore, when a patient who is undergoing treatment for 
severe health problems is distressed, such distress may well be viewed within 
medical terms with associated treatment subsequently recommended. It is 
important to point out that this finding relates to observing the process of how 
distress might come to be classified as a mental health problem, or as amenable 
to care; it is beyond the remit of this study to consider whether such 
classification is appropriate or not, and it is not the intention to suggest this is 
an inappropriate outcome. Rather, I am outlining a process that occurs. This 
could potentially feed into a discussion around medicalisation ± which is the 
process by which something comes to be viewed within medical terms ± 
however whether this is a positive or a negative outcome for the individual is 
beyond the remit of this study. The process observed does relate to findings 
discussed by Hunt et al. (2009) ZKRSRLQWRXWWKDWZRPHQ¶VLQFUHDVHGSUHVHQFH
in a medical setting, related to fertility and child-rearing, provides some 
explanation for the higher prevalence of mental health problems amongst 
females (i.e. they do not necessarily seek more help, or experience more 
problems per se, but rather are within a medical setting more frequently and 
therefore likely to have their distress observed and categorised in such a way). I 
would extend this to include people experiencing severe health problems, who 
are at once likely to be distressed, and also are within a medical setting. This 
may provide additional weight to the recorded correlation between physical 
and mental health problems. This aspect of help-seeking, which essentially 
encompasses the way in which people who are present in medical care might 
be directed towards further care (as opposed to intrinsically seeking care for 
themselves), represents an original finding in this area, and merits further 
investigation.  
 
 Overall, this section has discussed how help-seeking is shaped by a 
SHUVRQ¶VFRQWH[WDQGVKRXOGQRWQHFHVVDULO\EHYLHwed as an individualised act. 
It is most likely to be the act of solely the individual, when the person is able to 
clearly discern a problem and the possibility of some form of help. I have 
GLVFXVVHG GLIIHUHQW ZD\V LQ ZKLFK D SHUVRQ¶V FRQWH[W LV LPSRUWDQW in helping 
them come into care: this is through helping a person to identify a problem 
(and that some help may be available); in shaping the resources available to a 
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person (in particular those that might be available without the need to consult a 
GP); and LQ UHQGHULQJ D SHUVRQ¶V GLVWUHVV SDUWLFXODUO\ OLNHO\ WR EH LQWHUSUHWHG
through a medical lens by being within a medical setting (whilst distress is 
likely to be experienced). This has fed into several sub-discussions that provide 
additional explanations as to why figures related to help-seeking may be as 
they are. It is important to point out that this section contains insight that is 
original in relation to the processes by which individuals come into care. 
6SHFLILFDOO\ WKH UROH RI WKH µPHGLFDO JD]H¶ LQ interpreting the distress of 
individuals undergoing treatment for severe health problems, represents one 
way in which distress comes to be categorised as within a framework of 
µPHQWDO KHDOWK¶ $GGLWLRQDOO\ WKH XVH RI LQWHUSUHWLYLVW TXDOLWDWLYH GDWD WR
supSRUW 3HVFRVROLGR¶V (2011) emphasis upon the role of networks, represents 
an original application of this type of data to this theory within the UK.  
  
Lay understanding and help-seeking 
 Having discussed the process of interpretation that has taken place 
amongst help-seekers, and the relevance of networks in assisting this process 
including signposting towards care, it is important to consider the role of lay 
understanding as this was one of the initial research questions. The literature 
review highlights the perceived importance of lay understanding in the help-
seeking process, and this was the impetus for exploring any potential 
relationship. As discussed in chapter 4, it was possible to discern some 
relationship between what lay participants thought around the topic of mental 
health (causes of mental health problems; how one might identify and address 
such problems) and where they might hypothetically seek help. This section 
will now address the help-seekers¶ stories and consider what role lay 
understanding played in them coming into care. Analysis was carried out by 
examining help-VHHNLQJSDUWLFLSDQWV¶VWories as a whole, and considering what 
factors triggered the seeking of care, delayed it, or affected it in some way 
VXFK DV SDUWLFLSDQWV¶ LQWHUSUHWDWLRQV RI WKHLU SUREOHPV DQG why help was 
sought at that particular time.  
 The relationship between lay understanding and help-seeking has been 
left until the end of this section, because help-VHHNHUV¶ DFWLRQV PXVW DOVR EH
understood in light of the factors that have already been addressed in this 
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FKDSWHU 7KHUHIRUH LQGLYLGXDOV¶ interpretation of their difficulties may have 
played a role in the delay of seeking care (as with Dylan and Tanya), and 
LQGLYLGXDO¶VZLGHUQHWZRUNVPD\KDYHSOD\HGDUROHRUQRW/HDGLQJRQIURP
this, I also briefly addressed the fact that fears around physical health triggered 
Antonio and Patrick to seek care, and the occurrence of an adverse event 
DIIHFWHG 6DOO\ $QQH DQG $QQD LQ WKH FDVH RI $QQD¶V ILUVW H[SHULHQFH RI
seeking help). By considering the help-VHHNHUV¶ VWRULHV DORQJVLGH WKHLU RZQ
interpretations, it became clear that the seeking of help depended upon specific 
factors, according to the experiences of WKLVVWXG\¶V participants: 
x their own interpretation of their distress ± and this was related to 
whether their circumstances provided sufficient µMXVWLILFDWLRQ¶IRU WKHLU
distress (in addition to their lay understanding) 
x the sanctioning of others (including medical professionals) 
x the occurrence of a crisis (i.e. the sudden worsening of their distress) 
x the occurrence of an adverse event (such as AnQD¶VDFFLGHQWDQG6DOO\
$QQH¶VµIUDFDV¶ 
x fears around their physical health 
 
These factors played the most immediate role in the help-seekers coming into 
care, according to their stories. Help-seeking was frequently initiated following 
DFULVLVRIVRPHVRUWZKHWKHUDQLQWHUSHUVRQDOFULVLVVXFKDV7DQ\D¶VZKHUH
distress built up to a point of desperation, or a serious and adverse event (such 
as Anna and Sally Anne). The seeking of help therefore became more a matter 
RI XUJHQF\ WKDQ D PDWWHU RI UHDVRQHG DFWLRQ VXFK DV $QWRQLR¶V DQG , ZLOO
discuss this in chapter 6 where I address the limitations of viewing help-
seeking as purposive action. For now, it will suffice to say that when 
H[SHULHQFLQJ GLVWUHVV LQGLYLGXDOV¶ KHOS-seeking was affected by the events 
surrounding it, as well as their own ability to interpret and cope with their 
distress. No participants discussed their help-seeking in relation to having 
identified some sort of mental health difficulty within themselves; no one 
linked their beliefs around mental health to their actions. In the participant 
validation stage, this was applied as a framework post-help-seeking by Cath, 
who said that at the time of seeking help, she saw no such link between her 
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actions and her understanding around mental health, although in hindsight, she 
can see a link. Nonetheless, this was not in relation to her seeking of formal 
care, but rather it was in relation to her spending much time discussing her 
problems with close friends, which she now views as a form of counselling.   
One way in which lay understanding may have played a role is in 
relation to a lack of awareness around mental health; Dylan and Tanya both 
state that they knew very little about the topic of mental health at the time of 
their distress, and this may have impacted upon their lack of recognition of any 
specific problem, other than their extremely distressing circumstances. 
However, as discussed, they were both also experiencing very distressing 
circumstances that provided justification for distress to be present, thereby 
UHQGHULQJ WKHSURFHVVRI µQRUPDOLVDWLRQ¶SDUWLFXODUO\ OLNHly; their actions have 
to be viewed with both these factors in mind. 
 
Discussion 
 Bearing in mind the link between lay understanding and hypothetical 
help-seeking, it is important to consider why there might be a less clear 
relationship in an actual help-seeking scenario. Based upon the data in this 
study, it appears as though actual help-seeking is a product of a number of 
GLIIHUHQW IDFWRUV PHQWLRQHG DERYH WKDW LV WR VD\ WKH LQWHQVLW\ RI D SHUVRQ¶V
distress (and the role of crisis in bringing them into care), a lack of 
interpretation that there is a problem, the advice of others, and the life events 
VXUURXQGLQJDQLQGLYLGXDOVXFKDV$QWRQLR¶VFRQFHUQDURXQGEHLQJDEOHWREH
fit and well for the arrival of his second child). Literature points to the salience 
RILQGLYLGXDO¶VVRFLDOZRUOGVLQGHFLGLQJZKHQWRHQWHUFDUH± indeed this is the 
NH\ILQGLQJRI=ROD¶V(1973) early work ± and this appears to remain relevant 
WR WKH LQGLYLGXDOV¶ VWRULHV DORQJ ZLWK WKH experience of distress and their 
attempts to cope with it. This differs from hypothetical help-seeking, which 
cannot realistically predict how their distress might interact with their wider 
lives; hypothetical help-seeking is, literally, drawing upon theories to predict 
action, as opposed to the lived experience of distress which was very much a 
part of help-VHHNHUV¶ZLGHU OLYHV/D\XQGHUVWDQGLQJPD\SOD\ some role, but 
this is in addition to other, more immediate factors related to their wider lives, 
and their social context.  
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:KHUH'\ODQDQG7DQ\DERWKH[SUHVVHGWKDWWKH\GLGQ¶WNQRZDQ\WKLQJ
DERXW PHQWDO KHDOWK RU UHOHYDQW VHUYLFHV -RUP¶V (2000) concept of mental 
health literacy is potentially relevant. It is not possible to know to what extent a 
lack of understanding around mental health played a role, nor to what extent 
WKH LQGLYLGXDO¶VRQJRLQJGLVWUHVVLQJFLUFXPVWDQFHV UHQGHUHG WKH LGHQWLILFDWLRQ
of anything other than their circumstances as being wrong (although this is 
JLYHQ DV DQ H[SODQDWLRQ IRU QRW UHFRJQLVLQJ WKDW VRPHWKLQJ ZDV µZURQJ¶
However, it is likely that the combination of extreme and ongoing difficult 
circumstances, and lack of awareness around mental health, played a role in 
neither participant recognising that their distress levels were in themselves 
problematic. The potential relationship between lay understanding and help-
seeking provides the impetus for campaigns aimed at increasing awareness 
around mental health. Recent work (Yap and Jorm 2012) continues to argue for 
benefits of improving mental health literacy and its potential effect upon help-
seeking, whilst acknowledging the potentially limited impact that increased 
awareness might have upon seeking professional help. This relationship 
continues to evade researchers, even in the most recent of research; for 
example, Yap and Jorm (2012) concede that awareness of appropriate action is 
only one aspect of the process of helping an individual come into care (or 
indeed, helping oneself). This study has helped to provide insight into some of 
the limitations of lay understanding in relation to help-seeking. Lay 
understanding is mediated by other, more immediate fDFWRUVLQDSHUVRQ¶VOLIH
however, lay understanding does play some role in the advice that might be 
given to a person in distress. The nuances of providing advice and support have 
EHHQGLVFXVVHGLQWKHSUHYLRXVFKDSWHULOOXPLQDWLQJWKHµOD\UHIHUUDOQHWZRUN¶
(Freidson 1970) whose role was discussed in this chapter, alongside which 
help-seeking decisions are made.  
Understanding around mental health therefore does inevitably impact 
upon the advice that distressed individuals might receive; that is, lay referral 
networks comprise people who have views about mental health. In addition, 
ZKHUHPHPEHUVRIDSHUVRQ¶VQHWZRUNKDYHWKHPVHOYHVUHFHLYHGVRPHIRUPRI
therapy or help, this may render them more likely to advise that specific course 
RIKHOSWRRWKHUVDVZLWK6DUDK¶VUHFRPPHQGDWLRQE\KHUFROOHDJXH7KLVZDV
mentioned by Horwitz (1977) many years ago (he referred specifically to 
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people who had received psychiatric help) and remains salient in relation to 
RWKHU SHRSOH¶V H[SHULHQFHV RI FRXQVHOOLQJ SRWHQWLDOO\ IHHGLQJ LQWR WKLV EHLng 
recommended to others. Therefore, lay understanding does play a role in 
shaping the kind of help that might be offered, along with the personal 
experiences of help that lay referral networks might have had.   
Despite the importance given to the meanings attached to illness in 
recent research, the data reiterates the non-individualised way in which help-
seeking should be viewed. Married to the pressing circumstance that have been 
illustrated as pivotal in help-VHHNHUV¶ VWRULHV LQGLYLGXDOLVHG QRWLRQV RI Kelp-
seeking (that draw upon notions of purposive action, and of interpretation that 
leads to action), fail to account for the contextual nature of help-seeking that 
has been illuminated.  
In addition, Bury (1997) discusses the fluid nature of lay understanding 
and urges caution against assuming that it is possible to discern a logic 
connecting knowledge (or beliefs) and action, and Blaxter (2010) echoes this 
point. The limitations and applications of the concept of lay understanding 
need to be acknowledged when investigating help-VHHNLQJ DQ LQGLYLGXDO¶V
context plays an important mediating role in affecting interpretation and 
subsequent outcome.    
 
Conclusion 
The data provide insight into the complex process of interpretation that 
takes place within individuals and in tandem with their wider networks, that 
may culminate in an individual coming into care. Difficulties may arise when 
normalisation takes place and this has shown to be particularly problematic 
when individuals are experiencing extremely distressing circumstances for 
which significant distress is to be expected. The data provide insight into how 
the networks around an individual may come to play a role in bringing them 
into care. The networks define the resources available to individuals (including 
SULYLOHJHGDFFHVVWRFHUWDLQW\SHVRIFDUHDQGVKRZSDUWLFLSDQWV¶DFWLRQVOHVVDV
an individualised response to distress, and more of a socially situated, and 
socially mediated response to problems that are inseparable from the social 
lives of the individuals. The data therefore supports a move towards a less 
individualised approach to understanding help-seeking. Whilst some help-
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seeking takes place without the help of others, an approach is required that 
takes into account the heterogeneity that exists amongst help-seeking stories; 
theories relating to help-seeking must take into account this heterogeneity. 
Models that assume simple differences in intention, or need or propensity to 
seek help are too simplistic to account for the diverse patterns that are present 
LQ SULPDU\ FDUH DV GLVFXVVHG LQ WKH OLWHUDWXUH UHYLHZ 3HVFRVROLGR¶V 1HWZRUN
Episode Model (NEM) Phase III (2011) proposes a model that takes into 
DFFRXQW DOO DVSHFWV RI DQ LQGLYLGXDO¶V FRQWH[W IURP WKHLU ELRORJLFDO
predisposition through to events in their illness career, their personal network 
and the community context in which they live. As Pescosolido and Boyer 
(1999) point out, models that account for illness behaviour are gradually 
cohering towards a similar, interdisciplinary perspective where no one aspect 
RI DQ LQGLYLGXDO¶s circumstances is assumed to account for their illness 
behaviour or outcome. Rather, Pescosolido (2011) proposes a complex 
interplay of forces that goes beyond biopsychosocial explanations and includes 
DQLQGLYLGXDO¶VSHUVRQDOQHWZRUNVDQGWKHRUJDQLVDWLRQDOFRQWH[WLQZKLFKWKH\
live. This forms part of a shift in studies of help-seeking behaviour towards an 
acceptance that a variety of factors, internal and external, must be taken into 
account simultaneously. The data in this study support such a shift, bringing 
data ± that is derived from an interpretivist UK-based study ± to bear on theory 
that is derived from a mixed methods, larger-scale approach.  
In considering the stories of help-seekers, I have focused on the ways in 
which participants interpreted (or not) their need for help. This involved 
IRFXVLQJ RQ WZR SDUWLFLSDQWV¶ VWRULHV LQ SDUWLFXODU DV Whey showed specific 
delay in seeking help and specific problems in interpreting that there was 
LQGHHGD µSUREOHP¶ ,QGRLQJ WKLV WKHLUVWRULHVKDYHKLJKOLJKWHG WKH LQFUHDVHG
potential for normalisation of distress when individuals are experiencing very 
distressing circumstances. I then examined the process of coming into care, and 
KRZLQGLYLGXDO¶VVWRULHVDUHVKDSHGE\WKHSHRSOHDQGUHVRXUFHVDURXQGWKHP
Help-VHHNHUV¶ VWRULHV VRPHWLPHV LQYROYHG WKH LQWHUSUHWDWLRQ DQG DFWLRQ RI
others; in particular, the experience of physical health problems places 
individuals in contact with medical professionals who may interpret distress 
through a medical lens and recommend help-seeking. This has implications for 
understanding potential differences in help-seeking figures between different 
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groups of people, and may also contribute to increased medicalisation of 
distress. Existing research into help-seeking provides evidence of contrasting 
patterns, and has sought to understand why some seek help and not others. This 
sWXG\ KDV VKHG OLJKW RQ KRZ SRWHQWLDO QXDQFHV RI LQGLYLGXDOV¶ QHWZRUNV DQG
accompanying life circumstances might render them more or less likely to seek 
and require formal care. The data lends support to research that help-seeking is 
increased because of presence in a medical setting (the example given in the 
literature review is of increased female help-seeking due to presence in a 
medical setting related to child-bearing and/or contraception (Hunt et al. 2009, 
Hunt et al. 1999)).  
By including experiences of help-seeking that took place in the lay 
group, I have been able to demonstrate that some within the lay category have 
obtained help through routes other than consulting their GP. Indeed, inclusion 
LQ WKHµKHOS-VHHNHU¶FDWHJRU\ZDVFRQWLQJHQWRQKDYLQJVRXJKWKHOSWKURXJKD
GP, and it was hoped that within the lay group it may be possible to access 
stories of people who have not sought help (via their GP) but who have 
experienced distress nonetheless, to see what differences there might be. This 
has shown that for the lay participants in this study, their contexts provided 
access to resources that were not open to all.  
This chapter has also shed light on the limitations of lay understanding 
LQVKDSLQJDQLQGLYLGXDO¶VKHOS-seeking. Literature suggests that lay knowledge 
plays a role in help-seeking, although there has been a paucity of research 
examining this in relation to mental health in the UK. The data illuminate the 
difference between hypothetical help-seeking (as discussed in chapter 4) and 
the reality of help-seeking whilst experiencing distress.  
The next chapter will address what specific expectations of care were 
present amongst help-seekers and lay participants, and indeed whether 
expectations played a role in help-seeking. The chapter will consider how 
expectations of care (where present) might interact with what is available 
within a GP consultation, so that the wishes and expectations of individuals can 
be considered against the reality of care. 
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Chapter 6 
 
Expectations of GP care   
 
This chapter focuses upon expectations of GP help. This takes place in 
two different ways ± by examining the role and then the content of 
expectations. I will begin by considering the expectations of help-seekers and 
whether these played a role in determining help-seeking behaviour. This is 
with the intention of providing some insight into whether help-seeking reflects 
specific expectations of care, and whether this might be indicative of 
medicalisation of distress. The findings indicate that specific expectations of 
care do not drive the seeking of help, except for those who have already 
received care and whose interpretation of distress has already been framed by a 
medical professional.  
I will then address the content of expectations; I will begin with an 
DVVHVVPHQW RI OD\ SDUWLFLSDQWV¶ H[SHFWDWLRQV DURXQG KHOS KDYLQJ DOUHDG\
considered help-VHHNHUV¶ LQ WKH ILUVW VHFWLRQ IROORZHG E\ what both groups 
would like to receive from their GP (if different). The findings will then be 
contrasted against the reality of service provision, in terms of the help that 
help-seeking participants received, in order to elucidate where incongruence 
might lie. This provides useful insight into the content of expectations, and 
allows for consideration of whether expectations might be met. From both 
groups of participants there is an expressed belief in the importance of meeting 
other people who may have shared a similar experience, so that they may be 
able to share experiences and relate to others, receive advice on how to cope 
and find out that they are not alone in having their experience. There is also 
some level of expectation that GPs are able to provide such signposting, but the 
realities of service provision appear to be different despite the potential for 
such referrals in the process of stepped care (NICE 2011a). There is therefore a 
potential lack of signposting to a specific type of help that individuals may 
desire, and that individuals may find less stigmatising than psychological 
therapies, which were viewed with fear by some participants. The study also 
sheds light on how participants view the care that GPs are able to provide, and 
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highlights specific aspects related to perceptions around the delivery of care 
that might deter individuals from seeking help.  
The chapter follows the structure of previous data chapters, by 
providing data and analysis for each theme, followed by a discussion of its 
applicability to literature.  
 
The role of expectations within help-VHHNHUV¶VWRULHV 
 The research questions given in chapter 3 address whether the study 
usefully contributes to elucidating theories relating to help-seeking. Dingwall 
(1976) suggested that help-seeking is a form of social action, that is, action that 
is intended to produce specific outcomes bearing in mind its social context 
(Hollis 2002)+RZHYHUDVDFRXQWHUWRWKLV3HVFRVROLGR¶V(1992, Pescosolido 
et al. 1998) research demonstrates that for many individuals, help-seeking does 
QRW UHIOHFW µUDWLRQDO¶ RU SXUSRVLYH DFWLRQ EXW LV UDWKHU D FRPSOH[ LQWHUSOD\ RI
FKDQFHHYHQWVDQGµPXGGOLQJWKURXJK¶(Pescosolido et al. 1998). However, as 
this study sought to consider whether medicalisation of distress is taking place 
prior to seeking help, and potentially driving demand for care, there remained a 
need to consider participants¶ expectations of care and whether these played a 
role in the seeking of care. This section will therefore perform this task.  
The data indicate that participants were not specifically motivated by 
expectations of help, although such motivation was more apparent amongst 
participants who had already sought help in the past. For these more long-term 
help-seekers, their expectations had been framed by a medical response, and 
their current patterns of help-seeking are in line with the help provided by 
services. However for individuals who were seeking help for the first time, 
expectations were less apparent and, in some participants, were absent all 
together. The extent to which purposive action is an appropriate framework is 
limited, and most closely applicable to those who already have experience of 
services. This section is based upon an assessment of SDUWLFLSDQWV¶
expectations; it must be conceded that expectations offer only one port of entry 
into the concept of medicalisation and of purposive action, however 
expectations are nonetheless useful to consider as drivers of action.  I will 
address the ways in which expectations differed between participants.  
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1RVSHFLILFH[SHFWDWLRQVµMXVWLQFDVH¶ 
Some participants held no specific expectations around medical help and 
did not necessarily expect any help to be available. That is to say, the GP may 
be able to help, or may not; there was no expected outcome. For such 
participants, attendance at a consultation can either represent another step in a 
process of elimination, or a chance visit just in case a doctor is able to help or 
explain. They perceive something as being wrong but do not know how to 
address it. This shows some level of grappling with the idea that medicine 
might be able to help, but does not imply that this is wholly expected or 
purposeful ± it represents part of the participant¶s attempt at interpreting and 
trialling solutions. For example, for Cath, help-seeking represented the 
culmination of a process of elimination, as discussed by lay participants who 
seek to deal with (or eliminate) the causes of distress before treating distress as 
an entity in itself. She had already engaged in practical attempts to address the 
causes of her distress (the ill-treatment of her by her employer) and only 
consulted her GP when there was no way of resolving the cause and she had 
run out RIRWKHU DYHQXHV µVR , GLGQ¶W UHDOO\NQRZZKDWRWKHURSWLRQ ,¶GJRW¶
(Cath). She was experiencing continued distress and, once unable to eliminate 
the cause of it, she sought help to deal with the distress instead. Having tried 
the other resources available to her, her GP represented a different type of 
resource; her process of elimination culminated in consulting her GP to see if 
anything can be done. I am placing emphasis on this last point to underline that 
VKHPD\QRWKDYHH[SHFWHGD*3WREHDEOHWRKHOSEXWUDWKHUVKHZHQWµMXVWLQ
FDVH¶WKHVXEWH[WEHLQJWKDWLWLVXSWRWKH*3WRGHFLGHLIWKH\DUHDEOHWRKHOS
Cath describes not having any expectations:  
 
Sue: when you went to your doctor ... did you have an idea of what you 
know you felt that you wanted in advance  
Cath: QR , GLGQ¶W UHDOO\ QR , MXVW  ZHOO , GRQ¶W NQRZ , GRQ¶W NQRZ
ZKHWKHU,¶GH[SHFWHGKLPWRJLYHPHVRPHWDEOHWV>ODXJKV@,GRQ¶WNQRZ
ZKDW,H[SHFWHG,MXVWZHQWDQGXP, WKLQN,VDLGWRKLP,GRQ¶WNQRZ
what you can do and then I think I burst into tears [laughs]  .. and it all 
came out and um ... but yeah   
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Her GP was able to help by giving her time off work in which she was 
able to escape the cause of her distress and regain sufficient strength to return 
to work and subsequently find new employment. For Cath, medicalisation of 
her distress only took place when the other options available to her had proved 
inadequate. CatK¶VLVWKHRQO\H[DPSOHRIDprocess of elimination amongst the 
help-seekers, although this type of response was also common amongst lay 
participants; the notion of help-VHHNLQJDVµMXVWLQFDVH¶DOVRWLHVLQZLWKVRPH
views expressed by the lay public, who define a process of elimination of 
addressing the causes of distress first, only resorting to consulting a GP when 
nothing else has worked. This reflects an approach that attempts to deal with 
the perceived life circumstances underlying the problem first, before 
addressing distress as an entity in itself. This approach avoids labelling 
SUREOHPVDV µPHQWDOKHDOWK¶ZLWKRXW WU\LQJRWKHUDYHQXHVILUVWHLWKHUEHFDXVH
there is a wish to avoid this label (as discussed in the chapter 4), or because this 
label does not come to mind until other options have been tried. The 
application of a medical framework may therefore be as a default category, one 
into which problems are swept that cannot otherwise be easily solved based 
XSRQDSHUVRQ¶VFXUUHQWUHVRXUFHV(YHQWhough this type of help-seeking was 
PRVWO\ YRLFHG LQ WKH OD\ JURXS &DWK¶V H[DPSOH XVHIXOO\ LOOXVWUDWHV LWV
applicability to actual help-seeking; the implications of this will be addressed 
in the following discussion section, and also in the last section of this chapter.  
.DUD¶VVWRU\LQGLFDWHVWKDWVKHGLGQRWWKLQNVKHKDGDSUREOHPXQWLOVKH
went to her GP for help with her sleep problems, and her GP interpreted her 
experiences as stress and depression, and possibly post traumatic stress relating 
to her experience of domestic violence in her childhood. Kara did not view 
herself as having a problem, other than problems with sleep, as mentioned in 
the previous chapter. She has a history of specific periods of engaging in risky 
behaviour; she did not see this as a specific problem, other than having to deal 
with the consequences of her behaviour (such as ending her relationship). 
+RZHYHUGXULQJWKHFRQVXOWDWLRQDQGDWD WLPHZKHQ.DUD¶VULVN\EHKDYLRXU
was starting to re-emerge, she broke down in the consultation and said she 
FRXOGQ¶W FRSH 8QWLO KHU *3 UHIUDPHG KHU H[SHULHQFHV IRU KHU .DUD VD\V VKH
had no idea that her problems were in the category of mental health. Whilst 
there is some contradiction in her story ± WKDWLVWRVD\VKHVDLGWKDWVKHGLGQ¶W
202 
 
think she had a problem, and had no intention to speak to her doctor, but at 
another point she alludes to concern about having her child taken away from 
KHUDQGWRWKHVWLJPDRIEHLQJµSDFNHGRII¶VRPHZKHUH± it is apparent that a 
reframing of her experience took place nonetheless. She moved from a point of 
KDYLQJQRH[SHFWDWLRQV RIKHOS DQGRIYLHZLQJ KHUEHKDYLRXU VLPSO\ DV µKHU
EHKDYLRXU¶ WR D GLIIHUHQW LQWHUSUHWDWLRQ ZKHUH VKH XQGHUVWDQGV WKHVH ULVN\
behaviours (including heavy drinking, drugs and promiscuity) as coping 
mechanisms. I include different excerpts to show this unfolding, from 
expecting to be dismissed without help, to viewing her experience through the 
framework of mental ill health:  
 
Sue: could you tell me a bit about when you made the decision to go to 
the doctors could you tell me a bit about the kind of .. the process the 
thought processes that you went through and the journey  
Kara: ZHOO WKHUH ZDVQ¶W RQH  WKHUH ZDVQ¶W RQH  LW¶V UHDlly weird 
EHFDXVH,GLGQ¶WWKLQN,KDGDSUREOHPDQG,ZDONHGLQWRWKHGRFWRU¶VMXVW
WRWDONDERXWP\VOHHSGHSULYDWLRQEHFDXVH,ZDONLQP\VOHHS,¶PTXLWH
DZHLUGVOHHSHU«ZKLFKLVDOVRGXHWRWKDWXPWKHZKROHUHDVRQZK\
,¶P VWUHVVHG DQG GHSUHVVHG « XP  , ZHQW LQ WKHUH IRU P\ VOHHS
GHSULYDWLRQDQG, MXVWEURNHGRZQDQGVDLG ,FRXOGQ¶WFRSHQRPRUH, it 
ZDVQ¶WHYHQSUHPHGLWDWHG WRJR LQ WKHUHDQG WDONDERXW WKDW LW MXVW«,
MXVWVWDUWHGFU\LQJDQGVDLG,FRXOGQ¶WFRSHDQG,WKLQNWKDWZDVLW 
 
Since that appointment (roughly two weeks prior to the interview), where she 
was prescribed antidepressants and referred to counselling, she had been able 
to access counselling through work (she had attended one session) and had 
begun to view her experience through a new lens. When asked later about her 
expectations of help she responded:  
 
Sue: did you have any particular expectations when you went to the GP 
did you have did you have any [Kara begins to answer]  ideas 
Kara: I was expecting them to say there was nothing wrong with me and 
to go home to be quite honest with you .. um .. the last time I went and 
WULHGWRPRDQDERXWDQ\WKLQJWKDWZDVZURQJZLWKPHXP>@ZKLFK,¶YH
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SXW GRZQ WR WKH VWUHVV , ZDV EORDWLQJ RXW DQG , ORRNHG  PRQWKV¶
pregnant [...]  DQGLWZDVMXVWµWKHUH¶VQRWKLQJZURQJZLWK\RX, LW¶V ILQH¶
DQG,VRUWRIH[SHFWHG  ,VRUWRIH[SHFWHG WREH  ,GRQ¶WNQRZNLQGRI
shoed off ..  
 
When asked if she had tried alternative routes to relief from distress, her 
response reinforces that she GLGQ¶W WKLQNVKHKDGDSUREOHPDQGVRFRXOGQRW
have tried other ways of dealing with it: 
 
Sue: have you turned to like alternative therapies or um kind of like .. 
Kara: WRPH,GLGQ¶WKDYHDSUREOHPXQWLOODVWZHHN«>KHDUµDK\HS,¶P
ZLWK\RX¶@VRWKDW¶VWRPHWKDWZDVLWDOOP\,GLGQ¶WNQRZWKHVH
was coping mechanisms till I understand that I was in a bad place and I 
ZDV,¶YHEHFRPHFRPSOHWHO\  ,NQRZLWVRXQGVGDIWEHFDXVHLW¶VRQO\
EHHQ D ZHHN EXW ,¶YH EHFRPH FRPSOHWHO\ DZDUH RI DOO Py behaviour 
HYHU\WKLQJ  DQG ZK\ , GLG WKLQJV HYHU\WKLQJ¶V H[SODLQLQJ LWVHOI LQ P\
KHDGDQG,¶YHVWRSSHGIHHOLQJDVKDPHGQRZDVZHOOEHFDXVH«,KDG
good enough reason .. to react like that ..  
 
7KHH[FHUSWV IURP.DUD¶VVWRU\DUHXVHGVSHFLILFDOO\ WR LOOXVWUDWH WKDWVKHKDG
no specific expectations of help (despite some contradiction within her story), 
DQGWKDWEHFDXVHVKHGLGQ¶WSHUFHLYHKHUVHOIDVKDYLQJDVSHFLILFµSUREOHP¶DW
least, not one that she could understand or define, other than feelings of being 
unable to cope and problems with sleep) she had no reason to seek help sooner. 
+HUVHHNLQJRIKHOSUHVHPEOHVDµMXVWLQFDVH¶DSSURDFKRQHWKDWLVHFKRHGLQ
the lay group and has commonalitiHVZLWK&DWK¶V6KHVHHNVKHOSIRUSK\VLFDO
symptoms alone, although is pleased when her feelings of being unable to cope 
are met with understanding and a solution. What is pertinent to consider here is 
WKDWZKLOVW&DWKDQG.DUD¶VDWWHQGDQFHLQD*3FRQVXOtation can be viewed as 
presentations of distress or somatic symptoms, they do not specifically 
evidence medicalisation of distress on their part; that is to say, they did not 
necessarily expect medical help or view it as appropriate until it was offered. 
Medicalisation takes place when a medical response is given, and not before; 
prior to a response being offered, participants did not necessarily see their 
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SUREOHPV LQ WHUPV RI EHLQJ DPHQDEOH WR PHGLFDO KHOS :KLOVW SDUWLFLSDQWV¶
distress could not be medicalised without being brought into a medical setting, 
the GP completes the process by offering a medical response to their distress. 
This is discussed more in the last section of this chapter. 
As discussed in the previous chapter, Dylan sought help upon the 
advice of a consultant who was treating his arthritis. He was pointed in the 
direction of help by his consultant; he visited his GP partly because he had 
become aware that there had been significant changes within himself, and 
partly because he was obeyinJKLVFRQVXOWDQW¶VLQVWUXFWLRQV'\ODQGLGQRWKDYH
DQ\H[SHFWDWLRQVRIPHQWDOKHDOWKVHUYLFHVDVKHGLGQ¶WNQRZDQ\WKLQJDERXW
them nor about treatment in general (as discussed in chapter 5), and indeed was 
only attending upon the advice of others:  
 
Dylan: Experience about going to see doctor and specialists and 
HYHU\WKLQJ OLNH WKDW KDV EHHQ SHUIHFW , FDQ¶W UHDOO\ JUXPEOH RQ WKH
VHUYLFH«µFDXVH,GRQ¶WNQRZZKDWWRH[SHFWDQ\ZD\DQGWKH\¶YHEHHQ
helpful, do you understand what I mean 
 
He had no expectations of help as he knew nothing about mental health 
services, and indeed he later expresses concern as to whether his help-seeking 
will indeed prove beneficial or not:  
 
Dylan: VRPHWLPHV ZHOO,¶P VHHNLQJ KHOS QRZ DQG , WKLQN « RK LV LW
gonna be any better for me in the long run.. or is it just gonna be a short 
WHUPWKLQJ«ZKLFK,GRQ¶WNQRZ\HW\RXNQRZZKDW,PHDQXQWLO,VWDUW
going through all these counselling meetings getting everything sorted 
RXWWKHQ,¶OONQRZLQP\VHOI 
 
As mentioned in chapter 5, Dylan did not interpret his distress through the lens 
of mental health, but rather he had been experiencing multiple social problems 
(unemployment and lack of housing) and chronic health problems and assumed 
this his distress was simply something he had to tolerate. His seeking of care 
does not reflect any therapeutic expectations, but rather is done upon the advice 
of others, who themselves might have expectations around the suitability of 
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care through a GP (in particular the hospital consultant who advised him to 
seek help, as I point out in chapter 5). His experience was therefore different to 
WKDWRI&DWKDQG.DUD¶VKRZHYHULWUHPDLQVSHUWLQHQWWKDWKHKDGDQGVWLOOKDV
at the time of interview) no specific expectations about the suitability of mental 
health care.  
 
Fears around physical health 
As discussed in the previous chapter, Antonio and Patrick both sought 
help due to fears around their physical health. Patrick contacted his GP because 
the symptoms of his panic attack (increased heartbeat and raised blood pressure) 
potentially resembled a heart attack, something that he is at risk of having; he 
was given an emergency appointment. He was aware that his experience was 
potentially a panic attack, but was too afraid of dying from a heart attack when 
experiencing these symptoms, to interpret them otherwise. He was specifically 
seeking emergency care relating to his health, including assessment of his 
condition and whether he is having a heart attack or not. He does not therefore 
have any assumptions in relation to the suitability of care in relation to his 
mental health; rather, it is his physical health that is at issue when seeking care.  
Antonio went to his GP specifically to receive advice about whether his 
stress levels and associated headaches might have a detrimental effect on his 
physical health. As mentioned in chapter 5, he has been unable to relax since 
the death of his mother, and finds himself feeling very tense (including 
physically, i.e. he is unable to achieve a relaxing position whilst sitting on his 
sofa) and suffering headaches. His main concern, and reason for seeking help, 
was that his stress levels (and the associated headaches and physical changes) 
might have a detrimental impact upon his health at a time when his wife was 
pregnant with their second child and he needed to be physically well and able 
to work. Whilst his concerns were mainly relating to his physical health, he did 
hope to be referred to a group where he could meet others who have shared a 
similar loss and share coping strategies. His reasons were therefore twofold: to 
receive advice and reassurance about his physical health, and to receive referral 
to a suitable group where can meet others in a similar situation (which he 
expressed during interview, although he did not say that this had been voiced 
during his GP consultation). This second aspect does entail a consideration of a 
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certain type of support, and so does potentially fit into a framework of 
purposive action, however he expresses this as a secondary concern to his 
health. He did not think a medical response was necessarily suitable to his 
distress, but rather he felt that his GP would be able to refer to some form of 
social support. The existence of dual drivers of action must be borne in mind. (I 
will address the relevance of his wish to meet others later on in this chapter).  
,Q ERWK WKHVH H[DPSOHV SDUWLFLSDQWV¶ PDLQ IHDUV ZHUH KHDOWK UHODWHG
DQGWKXVWKHLU*3ZDVWKHµREYLRXV¶SRUWRIFDOO1HLWKHUZDVVHHNLQJKHOSIRU
their distress per se, but rather for reassurance about their health and potential 
signposting. Their help-seeking was first and foremost to receive advice about 
their physical health, in full awareness of their own distressed states. Their 
main expectation was not, however, to receive a medical response for their 
distress; their seeking of help is therefore not viewed specifically as framed by 
expectations of care, other than that the care of physical health is within a GP 
setting. Antonio had hoped for some sort of signposting to a support group, as 
he views his GP as someone who should have access to such information and 
to be prepared to provide signposting. This does reflect action based upon an 
expected outcome, albeit a minor part of his reason for consulting. 
3DWULFN¶V H[DPSOH LV LQWeresting as he has prior experience of mental 
KHDOWKFDUHKHKDVEHHQ WDNLQJDQWLGHSUHVVDQWVVLQFHKLVZLIH¶VGHDWKDQGKLV
subsequent diagnosis of prostate cancer. I will argue below that previous 
H[SHULHQFHRIPHQWDOKHDOWKFDUHIUDPHVSDUWLFLSDQWV¶H[Sectations of help and 
provides the clearest demonstration of purposive action, linking expectations of 
care and help-VHHNHUV¶DFWLRQV+RZHYHULQWKLVLQVWDQFH3DWULFNGRHVQRWVHHN
care in relation to his mental health, rather he seeks reassurance from his GP in 
relation to his physical health.  
 
 Previous experience of services: the framing of expectations 
Some of the participants did have specific expectations of help from their 
GP, and this is most in line with the notion of purposive action mentioned 
above. This could be applied to four of the participants, three of whom are 
notably long term mental health service users and whose help-seeking has been 
informed by previous contact with services. The longer term mental health 
service users are Tanya, Anna and Debbie; the newer help-seeker is Sally Anne. 
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All attended their GP with some specific intended outcome in mind that bore 
resemblance to what is available through GPs and secondary care; they all 
attended a consultation with the intention of receiving a certain type of help. 
Tanya had been advised by a privately consulted psychiatrist (relating to 
a claim for compensation) to ask for a referral to psychotherapy, a referral that 
the psychiatrist felt to be the most appropriate course of action following a 
detailed assessment and interview. Tanya consulted her GP seeking out the 
referral:  
 
Tanya: I took it >SV\FKLDWULVW¶VUHSRUW@LQ,WKLQN,WKLQN,DFWXDOO\WRRNLW
LQ,WKLQNLWZDVµ'U)UHHPDQ¶DQGVKHUHDGLWRXWDQG,VDLGµWKLVLVWKH
ZD\KHWKLQNV,VKRXOGJRFDQ\RXGRDQ\WKLQJDERXWLWIRUPH¶DQGVKH
VDLGµ\HDK,¶OOSXWLQIRULWIRU\RX¶DQGVKH put in for it.. 
  
7DQ\D¶VKHOS-seeking is upon the advice of another mental health professional, 
however she also talks about her help-seeking on other occasions and suggests 
that she seeks help from her GP after the experience of any mental health crisis, 
and it is at this point that she is able to receive advice and support about what 
has happened to her. She finds visiting the doctor very reassuring when she has 
been experiencing difficult inner feelings.  
Anna had been experiencing an intensification of her suicidal thoughts 
recently. She and her partner both felt that she was becoming a danger to 
herself and that she needed further therapy. She therefore went to her GP to ask 
for a referral to a psychiatrist, whom she felt would be able to advise the type 
of therapy that would be most appropriate. She did not have a specific therapy 
in mind although she is aware of the different types of therapy that are 
DYDLODEOH LQ WKHFRXQW\DQGKDGDSUHIHUHQFH IRU µRQHRQRQHSV\FKRG\QDPLF
WKHUDS\¶$QQD 
 
Anna: I was .. potentially looking at one on one um .. therapy, 
psychodynamic therapy probably um .. because I think that that would .. I 
think that that would probably be the most helpful for me at this time um .. 
there are other therapies that could potentially be useful but they¶UHQRW
available in this county so .. 
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Anna shows significant awareness of the formal resources that are available, 
based upon her own internet research and that of her partner, along with their 
own experiences of mental health services.  
Debbie was recruited through mailshot, and so had not recently sought 
help for psychological distress, but as a long-term help-seeker she was happy 
to discuss her use of services. She describes consulting her GP only when her 
strategies of self-management have not worked. That is, if she begins to 
experience panic attacks, or periods of depression, she will engage in activities 
to distract herself and waits until a few days have passed; whilst this summary 
potentially conjures up what Radley and Billig (1996) would categorise as a 
SXEOLFDFFRXQWRI µVRFLDO ILWQHVV¶ WKLV W\SHRI DQDO\VLVZRXOGEH DGLJUHVVLRQ
here, although is worthy of acknowledgment. She describes her desire for a 
µTXLFNIL[¶ZKHQH[SHULHQFLQJGLVWUHVV 
 
Sue: and when you do go to the GP, what is it specifically that um you 
hope or you want them to do  
Debbie: ILUVWO\DQG,WKLQNLW¶VSUREDEO\WKHVDPHIRUHYHU\ERG\ZHDOO
want that sort of like .. try and get that instant fix you know .. so straight 
away you want them to give you the antLGHSUHVVDQWVµFDXVH\RXZDQWWR
VWDUW IHHOLQJ EHWWHU LW¶V  µFDXVH LW¶V D KRUULEOH IHHOLQJ LW¶V D KRUULEOH
H[SHULHQFHLW¶VKRUULEOHWROLYHZLWK«\RXNQRZ\RXGRZDQWWKDWTXLFN
fix .. but again I mean would it be better if they could, if there was some 
RWKHU ZD\ ZLWKRXW MXVW JRLQJ VWUDLJKW RQWR WKH DQWLGHSUHVVDQWV , GRQ¶W
know .. bit difficult .. but that is what you want initially  
  
Debbie therefore describes her help-seeking as occurring when her difficult 
feelings are not passing, and at this point she specifically wants immediate help 
from her GP in the form of antidepressants (based upon her previous 
experience of receiving them) ± VKHGRHVVHHNDµTXLFNIL[¶ 
Sally Anne recently went to her GP to obtain Valium, which she had 
been taking on occasLRQXSRQWKHDGYLFHRIDGLIIHUHQW*3IROORZLQJDµIUDFDV¶
that caused her significant distress. She was previously taking Valium on the 
occasions that she felt she needed to and liked to have the autonomy to do so; 
she wanted to be able to continue with this degree of autonomy: 
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Sally Anne: I was at the doctors and I said .. and it was a different 
GRFWRUDQG,VDLGµZRXOG\RXSUHVFULEHPHVRPHYDOLXP¶DQGWKH\VDLGµ,
GRQ¶WEHOLHYHLQWKDW,¶OOVHQG\RXWRWKHFRXQVHOORU¶ 
 
6DOO\ $QQH¶V KHOS-seeking, although relatively new, was in order to obtain 
additional medication for her to take when she felt unable to function as well as 
usual. This was therefore repeating her experience of previous help.  
In the example of Patrick given above, he too had previous experience of 
help, yet his actions were categorised as relating to fears around his physical 
health, in this instance. It is possible to see that his action may also have 
reflected previous experience of help from his GP, such as the receipt of 
Valium, but it is likely that his fears around dying were the most decisive 
factor thus his experience was not categorised as belonging to this section.  
The participants described in this last section all had some form of 
desired outcome in mind that bore relation to the services on offer. Most 
notably it is the participants who have a long history of treatment within mental 
health services who show the most understanding of what they wish to receive. 
Having discussed the different categories above, it is salient to refer to the 
interview held with one of the GPs that was mentioned in chapter 2. GP 
interviews did not form a significant part of this study, however one particular 
interview provided useful insight into this area of study. When asked what she 
thought that help-seekers wanted when they attended a consultation, Katherine 
UHVSRQGHG WKDW VKH GLGQ¶W WKLQN WKH\ NQHZ ZKDW WKH\ ZDQWHG EXW ZHUH
consulting more out of a sense of crisis than of requiring a specific form of 
help:  
 
Sue: what do you perceive that help-VHHNHUVZDQWZKDW¶VWKHUDQJHRI
things that people want  
Katherine: ,WKLQNDORWRISHRSOHGRQ¶WNQRZZKDWWKH\ZDQWZKHQWKH\
FRPH WKH\ KDYHQ¶W UHDOO\ WKRXJKW WKURXJK TXLWH ZK\ WKH\¶UH FRPLQJ
WKH\¶UHMXVWVD\LQJµ,IHHOGLVWUHVVHG¶DQGWKH\Xm what we can offer is 
MXVWWDONLQJVLFNQRWHVGUXJVDQGUHIHUUDOVDQGWKDW¶VWKHZD\,VHHLW,
GRQ¶WNQRZ LI WKDW¶V WKHZD\ WKH\VHH LW  ,GRQ¶W WKLQN WKH\NQRZZKDW
they want most people .. they just come for a chat, sometimes it is a 
210 
 
sicknote or VRPHSHRSOHZKR¶YHKDGGUXJVEHIRUHZDQWWKHPDJDLQQRW
PDQ\ SHRSOH ZDQW D UHIHUUDO WR D PHQWDO KHDOWK ZRUNHU RU  GRQ¶W
SDUWLFXODUO\ WKLQN WKDW FRXQVHOOLQJ ZRXOG KHOS WKHP WKDW¶V UDUHO\
VRPHWKLQJWKDW¶VDVNHGIRU EXWZHPD\EHDEOHWRSHUVXDGHVRPebody 
that it could be helpful 
 
.DWKHULQH¶VVHQVHWKDWSDWLHQWVDUHDWWHQGLQJZLWKRXWDFOHDULGHDRIZKDWWKH\
ZDQW RU DQXQGHUVWDQGLQJRIZKDW LV DYDLODEOH VXSSRUWV WKHGLIIHUHQW µW\SHV¶
WKDW ,UHIHUWRDERYHDOWKRXJKµIHDUVDURXQGSK\VLFDOKHDOWK¶ LV not present in 
.DWKHULQH¶V LOOXVWUDWLRQ6KHXVHIXOO\ LOOXVWUDWHV WKDW WKHVHHNLQJRIKHOSGRHV
not necessarily appear to reflect a desire for medical help, other than advice 
DQGµFKDWWLQJ¶,ZLOOQRZGLVFXVVWKHVDOLHQFHRIWKHVHGLIIHUHQWµW\SHV¶RIKelp-
seeking to a framework of purposive action, and prior medicalisation of 
distress. 
 
Discussion 
The notion of framing that De Swaan (1990) discusses, and indeed 
'LQJZDOO¶V (1976) concept of social action, is difficult to perceive overtly in 
WKHSDUWLFLSDQWV¶VWRULHVZLWKWKHH[FHSWLRQRIWKRVHZKRKDYHDOUHDG\KDGWKHLU
problems framed by some form of mental health care. Blaxter (2010) points out 
that once a pathway has been accessed by a patient, and that pathway has 
provided some resolve, then that pathway will be followed in future similar 
events. This provides some explanation as to why those with longer histories of 
contact with mental health services seek the most specific forms of care, and 
why those with none, or less, prior contact have more vague expectations (or 
none at all). Those with an understanding of mental health services seek to use 
them in ways that they perceive to be beneficial. Those whose views regarding 
their distress have been shaped by the receipt of medical care, are the most 
likely to have a medicalised interpretation of their distress. Medicalisation, or 
purposive action, fall short in explaining the newer help-VHHNHUV¶ EHKDYLRXU
but rather theirs is the outcome of a combination of events, including using 
other resources to address their problems, attempting to cope without help, and 
receiving advice from others.  
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Newer help-seekers have not specifically medicalised their problems in 
advance of consulting a GP, that is to say, they have not assumed that a 
medical framework is the most appropriate or that a medical response will help. 
Rather, attendance at a consultaWLRQLVSDUWRIDSURFHVVWKDWLQYROYHVµPXGGOLQJ
WKURXJK¶(Pescosolido et al. 1998) and trial and error in attempting to address 
their problems. Rather than viHZLQJDGLVFHUQLEOHOLQNEHWZHHQSDUWLFLSDQWV¶OD\
understanding and their subsequent consulting behaviour (a link that is implied 
when considering the role of lay understanding in help-seeking behaviour, as 
discussed in the literature review), participants did not necessarily have an 
XQGHUVWDQGLQJRIWKHLUµSUREOHP¶RUDQ\H[SHFWDWLRQVRIFDUH7KLVFKLPHVZLWK
:LOOLDPVDQG+HDO\¶V(2001) ILQGLQJVWKDWLQGLYLGXDOVKHOGµH[SORUDWRU\PDSV¶
DVRSSRVHGWRµH[SODQDWRU\PRGHOV¶DQGWKDWUDWKHUWKDQKDYLQJDIL[HGYLHZRI
their illness (and associated help), there was instead a range of possibilities to 
which they were open (of which GP care was one potential avenue). Indeed, 
the work of Pescosolido argues against an assumption that help-seeking 
QHFHVVDULO\UHIOHFWVµUDWLRQDODFWLRQ¶(Pescosolido 1992, Pescosolido et al. 1998) 
± DFWLRQ WKDW UHIOHFWV D SHUVRQ¶V UHDVRQHG GHOLEHUDWLRns ± and rather suggests 
that many individuals pass through haphazard journeys to care.  
7KLVJRHVDJDLQVWWKHLGHDWKDWGLVWUHVVLVQHFHVVDULO\EHLQJµPHGLFDOLVHG¶
± medicalised being used here in the sense that individuals are choosing to 
view their problems through the lens of medicine and that therefore the seeking 
of help reflects increased demand. Rather, the data supports the idea that 
individuals who have already experienced some form of mental health care 
might specifically seek medical help in the event of distress, whereas those 
who are newly distressed have a less clear pathway towards care. GPs may be 
FRQVXOWHGµMXVWLQFDVH¶WKHLUSUREOHPVDUHDPHQDEOHWRPHGLFDOKHOSEXWZLWK
the implication that medical help may also not be appropriate (and it is for the 
GP to decide which). This may nonetheless feed into increasing medicalisation, 
in that each new help-VHHNHU¶V GLVWUHVV might come to be viewed through a 
medical lens on future occasions; however this does not necessarily reflect the 
prior medicalisation of distress by new help-seekers. This will be discussed in 
more detail below, in the last section of this chapter. Whilst Shaw and 
Woodward (2004) argue that patients pre-professionalize their symptoms (in 
OLQHZLWK'H6ZDDQ¶V(1990) proto-professionalization), this does not resemble 
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the action of new help-seekers in this study. 7KH H[FHUSWV IURP .DUD¶V
interview are particularly interesting as they show her starting out as a new 
help-VHHNHUZLWKIHZH[SHFWDWLRQVDQGDIHDURIEHLQJµVKRRHGDZD\¶DQGWKHQ
within the course of the consultation (and one subsequent counselling session) 
WKH GRFWRU¶V UHVSRQVH UHVKDSHV KRZ VKH YLHZV KHU SUREOHPV 6KH OHIW the 
consultation with a different view of her problems and a sense that her 
suffering has been validated. She describes how the consultation, and her 
subsequent counselling, has reshaped how she views her problems and her own 
behaviours and how she now vieZVKHUSUHYLRXVULVN\EHKDYLRXUVDVDµFRSLQJ
PHFKDQLVP¶ZKHUHDVEHIRUHWKH\ZHUHVLPSO\KHUµEHKDYLRXU¶ 
,Q&DWK¶VH[DPSOHVKHVRXJKWKHOSZKHQVKHZDVXQDEOH WRHOLPLQDWH
the cause of her distress, which was the ill-treatment of her by her employer; 
she consulted her GP when she felt she had run out of other options, these other 
options comprising attempts to resolve the hostility that was occurring at her 
workplace (by her employer). In this instance, her GP became an option that 
UHVHPEOHG PRUH D µODVW UHVRUW¶ WKDQ D FKRLFH WKDW ZDV EDVHG XSRQ KHU
interpretation of distress. When she had no alternative resources to draw upon 
(that is, resources in the social world upon which she might be able to call, 
such as the intervention of senior colleagues that proved unsuccessful), she 
turned to medicine to see if help might be available and this was given in the 
form of time away from the hostile environment. This reflects what participants 
in the lay category also discussed in relation to passing through a process of 
elimination; participants discussed attempting to eliminate the causes of 
distress and only resorting to medicine if these failed. Such an approach applies 
social responses to social problems, until there remain no alternatives; whilst 
on the one hand this is a useful counter to the over-medicalisation of distress, 
this could potentially delay the seeking of care for people whose distress or 
difficulty is not appropriate to such a response. This does also point towards 
the increased likelihood of medicalisation of distress for those who have fewer 
resources in the social world and require more help within the realm of 
medicine i.e. the issue of inequality re-emerges (which there is not space to 
address here). In addition, the issue of social problems within primary care that 
has been well documented (Chew-Graham et al. 2000, Popay et al. 2007a, 
Popay et al. 2007b) is also potentially relevant, although is too large a 
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discussion to enter into here; however it is important to point towards its 
salience.  
 
The content RISDUWLFLSDQWV¶H[SHFWDWLRQVZKDWZRXOGSDUWLFLSDQWV like to 
receive, and what do they think is available?  
7KLVVHFWLRQZLOOQRZDGGUHVVWKHFRQWHQWRISDUWLFLSDQWV¶H[SHFWDWLRQV± 
that is, what they think is available and what they would like to receive (if 
different). This is to provide insight that has immediate and practical relevance 
to the provision of services, enhancing the potential utility of the study for its 
non-academic sponsor. I will address the expectations of the lay group as a 
whole, including whether they would feel happy to engage with different 
treatment options, and will then consider how the help-seekers felt about the 
response that they received. I will then follow this with a specific section on 
one aspect of help that some members of both groups suggested they would 
like in the event of distress, as this has particular salience to current healthcare 
delivery.  
 
What help do lay participants think is available from a GP? 
 Members of the lay group were asked to discuss what kinds of help 
they thought were available from a GP. This was asked as a separate question 
to what they thought would help someone experiencing mental health problems 
(if different), and I will address the responses to this latter question below (this 
was also briefly addressed in chapter 4); the focus for this section is 
specifically what individuals thought would be available through a GP 
consultation, to provide some insight into potential expectations and whether 
these are aligned with what is available.    
 There was a common sentiment that participants would expect their GP 
to be able to assess their difficulties and refer them to appropriate help ± the 
role of gatekeeper (though this term was not used). GPs were frequently 
YLHZHG DV WKH µILUVW SRUW RI FDOO¶ DEOH WR FRQILUP ZKHWKHU D SUREOHP ZDV
medical (or could be helped with medicine) or not, and then knowing to whom 
a referral should be made, providing advice as well as access to specialised 
help. Expectations around referral were largely relating to secondary care, 
whether specified (e.g. a psychiatrist) or unspecified (e.g. µVRPHERG\HOVHZKR
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can give you some hHOS¶$QLWD*3VZHUHQRWQHFHVVDULO\VHHQDVEHLQJDEOH
to provide the most appropriate care, but were seen as being able to classify 
problems accordingly and direct towards the most appropriate care. A less 
common expectation amongst the lay group was that GPs are able to refer to 
community groups or self-help groups. I have included excerpts of data from 
help-seekers where themes appear within both groups, to provide additional 
support for the salience of such themes.  
 In terms of help that is perceived as available through a GP, most 
participants expressed a dislike towards medication. This was due to fears 
around addiction and fears relating to the alteration of personality, for example:  
 
Sue: and so when you talk about medication as being something you just 
ZRXOGQ¶WZDQWWRHQJDJHZLWKFDQ\RXWHOOPHDELWPRUHDERXWZK\ 
Michelle: , MXVW KDWH WKH LGHD WKDW \RXµUH GHSHQGHQW XSRQ WKLV RQH SLOO
that you have to take every day, and once you start when do you stop, 
and even if you do stop, you might not actually have the mental health 
disorder any more but you might start acting out the symptoms because 
\RX¶UH VR ZRUULHG WKDW \RX¶UH QRW JRQQD KDYH LW KDYH WKLV SLOO WKDW ,
ZRXOGMXVWKDWHWKLVFKHPLFDOWREHZKDWP\OLIHLVWKDW¶VDIIHFWLQJ, my 
SHUVRQDOLW\,WKLQNWKDW¶VVXFKDLW¶VVRGDQJHURXVDQG\RXGRQ¶WNQRZ
ZKDWLW¶VJRLQJWRGRWR\RXLQWKHORQJWHUPLI\RX¶UHRQLWIRUVL[PRQWKV
and it might affect you for like, six or seven months [...]  DQGWKHUH¶VMXVW
VR PDQ\ VLGH HIIHFWV DQG VR PDQ\ GHSHQGHQF\ LVVXHV WKDW LW¶V MXVW
VRPHWKLQJWKDW,¶GUHDOO\OLNHQRWWRKDYHWRGRLI possible  
 
In addition, medication was potentially seen as not addressing the underlying 
problem, but rather it was seen as a palliative:  
 
Sue: \RX VDLGDERXWGUXJV WKDW \RXGLGQ¶W WKLQNPHGLFDWLRQ OLNHZDVQ¶W
very useful um .. can you tell me a bit more about that 
Sadie: MXVW IRU PH , GRQ¶W WKLQN LW ZRXOG XP >@ , FDQ¶W VHH D WDEOHW
KHOSLQJPHWREHKRQHVWQRWQRWZLWKPHQWDOKHDOWK,FDQ¶WVHH\HDKLI
\RX¶UHLOO \RXNQRZDQWLELRWLFRUDSDUDFHWDPRO EXW,FDQ¶WVHHKRZD
tablet would make you feel better, if you was feeling depressed about 
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something in your life only you can change that do you know what I 
PHDQ LI \RX¶YH JRW D EDG UHODWLRQVKLS RQO\ , FDQ FKDQJH WKDW E\
physically doing something to mDNH LW EHWWHU  , GRQ¶W WKLQN WDNLQJ D
WDEOHW ZRXOG KHOS , UHDOO\ GRQ¶W >@ , FDQ¶W VD\ WKDW IRU HYHU\ERG\ EXW
WKH\ZRXOGQ¶WEHIRUPHPD\EHWKH\GRZRUNIRUVRPHSHRSOHEXWQRWIRU
PHQRQRWIRUPH>HPSKDVLVLQSDUWLFLSDQW¶VVSHHFK@ 
  
GPs were seen as providing access to counselling, which was viewed positively. 
However, when asked how participants might feel if referred to psychological 
therapies, a frequent response, particularly amongst the older participants, was 
one of fear; participants indicated that being offered psychological therapies 
LPSOLHGWKDWWKH\PXVWEHµPDG¶ 
 
Sue: if a GP were to offer you psychological therapies how would you 
feel  
Nell: , ZRXOG SUREDEO\ ODXJK DW KLP DQG VD\ µGR \RX WKLQN ,¶P JRLQJ
FUD]\¶ 
 
This sentiment was echoed by some participants from the help-seeking 
category:  
 
Sue: how do you think you would feel or on a future occasion if your GP 
suggested psychological therapies  
Cath: « XP « ,¶G SUREDEO\ >ODXJKV@ VK\ DZD\ IURP LW EXW  LI , ZDV
feeling really bad then I¶P  DQG , WKRXJKW LW ZRXOG KHOS WKHQ ,ZRXOG
probably .. you know agree to it um .. I think my main concern would be 
XPµGRHVWKDWPHDQ,¶PPHQWDOO\LOO¶DJDLQ\RXNQRZWKHVWLJPDWKDW
they talk about it here DORW>ZRUNSODFH@ODEHOOLQJSHRSOHLW¶VQRWULJKWWR
label people but we do, we do that and I would probably .. but I think if I 
thought it would help me then .. yes I would, I would go along with it 
 
3DWULFN¶VH[DPSOHVKRZVIHDUVDURXQGUHIHUUDOWRDpsychiatrist in particular; he 
mentioned this whilst discussing his experience, and had not yet been asked 
about how he might feel if referred to psychological therapy. Hence, his use of 
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the term psychiatrist differs to the above discussion about referral to 
psychological therapies; however, his reaction is similar to those above and is 
therefore potentially salient: 
 
Patrick: , WKLQN D ORW RI SHRSOH ZKHQ WKH\ VD\ µZH¶OO UHIHU \RX WR D
SV\FKLDWULVW¶RUVRPHWKLQJ OLNH WKDW WKHQ  \RX WKLQNµZHOO ,¶PQRWPDG
,¶PQRWFUD]\,¶PQRWJRLQJFUD]\¶ DQGWKHZRUGµSV\FKLDWULVW¶ LW  LW
SXWV WKHIHDULQWR\RX\RXWKLQNµZHOO,PXVWEHORVLQJP\PLQGRUZK\
ZRXOG WKH\ VD\ WKDW¶ \RX NQRZ  DQG LW¶V  , WKLQN LW¶V JRW WR EH
approached in a different manner I think you know to stop people being 
IULJKWHQHGRIWKDW\RXNQRZEHFDXVH,GRQ¶WWKLQNWKLVLQWKHOLJKWRI
GD\  LI VRPHERG\ FRXOG FRPH DQG NQRFN RQ P\ GRRU DQG VD\ µRK 
GRFWRU VR DQG VR VHQW PH URXQG WR KDYH D FKDW WR \RX ,¶m so and so 
SV\FKLDWULVW¶  , ZRXOG EH VKDNLQJ  , ZRXOG EH WHUULILHG EHFDXVH
WKLQNLQJµZHOOZK\KDVKHFRPHZK\ZK\VRPHERG\OLNHWKDW¶VFRPH¶ 
 
3DWULFN¶VIHDURIEHLQJUHIHUUHGWRDSV\FKLDWULVWPLUURUVWKHIHDUPHQWLRQHGE\
other participants in relation to referral to psychological therapies. Fears 
around referral to some form of therapy were not present amongst all 
participants. The expressed positivity around counselling, compared to the 
negativity expressed around psychological therapies (and in the case of Patrick, 
discussion of a psychiatrist), might result specifically from the difference in 
WHUPLQRORJ\ ZLWK µFRXQVHOOLQJ¶ EHLQJ YLHZHG DV OHVV VWLJPDWLVLQJ WKDQ
µSV\FKRORJLFDO WKHUDS\¶ :KDW LV SHUWLQHQW WR QRWH LV WKDW DW WKH PHQWLRQ RI
psychological therapies, some participants felt significantly fearful of the 
implications ± that a referral would imply doubt about their sanity. This fear 
ZDV QRW H[SUHVVHG LQ UHODWLRQ WR µFRXQVHOOLQJ¶ ,Q UHODWLRQ WR WUHDWPHQWV WKDW
participants thought were available, counselling and medication were the main 
treatments that were suggested by participants, although referral to a 
SV\FKLDWULVW RU WR D KRVSLWDO ZHUH DOVR VXJJHVWHG µ5HIHUUDO WR SV\FKRORJLFDO
WKHUDS\¶ ZDV LQWURGXFHG DV D TXHVWLRQ WR SDUWLFLSDQts that was asked after 
discussion around treatment, and provides an explanation as to why the term 
ZDV SUHVHQW LQ LQWHUYLHZV LQ DGGLWLRQ WR WKH WHUP µFRXQVHOOLQJ¶ ZKLFK ZDV
offered by participants).  
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 What the lay participants thought was available was also shaped by 
how they viewed the delivery of treatment. I have already mentioned that 
participants viewed GPs as gatekeepers to services; participants also expressed 
concern around the availability of help, once referred. In particular, concern 
was expressed at a likely wait for any referral to counselling. Participants 
suggested that a wait rendered any referral likely to be pointless, as their 
problems may have been resolved by the time their appointment was due. 
Sarah, who was able to access counselling through her work, said:  
 
Sarah: I think for a lot of people I think cost is an issue definitely 
Sue: yeah that makes sense especially because .. you went privately and 
your work paid, for someone else they might not have that  
Sarah: or the other thing aVZHOO\RXWKLQNLI,¶GWKRXJKWZHOO,¶OOJRWR
WKHGRFWRUDQGWKHGRFWRUVD\VµZHOO,VXJJHVW\RXVHHDFRXQVHOORU¶KRZ
ORQJDP,JRLQJWRZDLW"6L[PRQWKV"0D\EHORQJHU"µ&DXVHWKHUH¶VQRW
D KXJH DPRXQW RI WKHP « \RX NQRZ LI \RX¶UH WDONLQJ DERXW 1+6 well 
you almost think well why bother 
Sue: KPPPEHFDXVH\RXUSUREOHPVDUHQRZDUHQ¶WWKH\ 
Sarah: \HDK«, WKLQN LI VRPHERG\KDGVDLG WRPHULJKW6DUDK,UHDOO\
WKLQN\RXQHHGWRVHHDFRXQVHOORUWKDW¶VDUHDOO\JRRGLGHDULJKW\HV
ZH¶OO PDNH DQ DSSRLQWPHQW LW¶OO EH HLJKW PRQWKV VL[ PRQWKV ,¶G KDYH
VDLGµQRIRUJHWLW«MXVWGRQ¶WERWKHU¶« 
 
6DGLH¶V H[SHULHQFH LV WKDW VKH ZRXOG OLNH FRXQVHOOLQJ IROORZLQJ D YHU\ EDG
ending to a relationship eight years ago, after which she has felt unable to enter 
into another relationship. As a single parent she has been unable to afford 
private counselling, and does not believe counselling to be accessible in a way 
that is useful to her (i.e. immediate and free to access). She assumes that 
counselling takes place at a hospital, based upon her experience of hospital 
treatment for chronic health problems:  
 
Sadie: I do believe that the whole counselling thing I think there should 
be more available or it should be more accessible then  
Sue: so what for you would make it more accessible  
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Sadie: WRHYHQFRPHOLNHWKLVWRDFRPPXQLW\FHQWUHWRHYHQVD\µRKZH¶YH
JRW XP¶ \RX NQRZ RU HYHQ JR WR D GURS LQ FHQWUH RU FLWL]HQ¶V DGYLFH
EXUHDX RU VRPHZKHUH OLNH WKDW GR \RX NQRZ ZKHUH WKH\¶YH JRW D
counsellor, if you wanted to make an appointment and go and speak to 
WKHP,WKLQNVRPHWKLQJOLNHWKDWZRXOGEHUHDOO\JRRGVR\RXGRQ¶WKDYH
WRJRYLD\RXUGRFWRUDQG\RXGRQ¶WKDYHWRWKHQZDLWWRJRDQGVHHWKHP
at the hospital, do you know what I mean that sort of thing  
Sue: mm mm ..so it would be kind of having them nearer by 
Sadie: yeah definitely  
Sue: or um .. without having to go to the doctor  
Sadie: GRFWRU \HDK DQG WKHQ ZDLW PRQWKV IRU KRVSLWDO µFDXVH , NQRZ
ZKDWKRVSLWDOVDUHOLNH\RX¶UHZDLWLQJDJHVIRUDQDSSRLQWPHQW, know I 
am anyway, so yeah I think that would be good if they was more 
DFFHVVLEOHµFDXVH,GRQ¶WWKLQNWKH\DUHDWDOO 
Sue: and you did say earlier that you have to pay for them and like when 
\RXPDGHHQTXLULHV>KHDUµZKHQ,PDGHHQTXLULHVEHIRUH\HDK¶@and that 
stops um  
Sadie: a lot of people yeah especially single parents like me anyway yeah 
GHILQLWHO\,KDYHQ¶WJRWPXFKPRQH\DQ\ZD\VRUWRI\RXNQRZLW¶VHLWKHU
that or buy your kid new school shoes well you buy your kid school shoes 
GR\RXVHHZKDW,PHDQ\RXDUHQ¶W«EHLQJ ± when you are a mum you 
sort of push yourself to the back anyway with the kids, I need a coat and 
the kids need a coat well you get the kids a coat sort of thing do you know 
what I mean  
Sue: \HDK\HDK\HDKXP«VRVRNLQGRIOLNHKDYLQJWRJRWhrough 
WKHGRFWRULVDELWRIDKXUGOH>KHDUµ\HDK¶@\HDKRN 
Sadie: , WKLQN LW ZRXOG MXVW EH WKH ZDLW DV ZHOO µFDXVH , GRQ¶W FRXOG
honestly imagine it would be a wait on the NHS to go and see a 
counsellor for free .. I think it would definitely be a waLW >@ , FDQ¶W
LPDJLQHLWWREHµRK\RX¶UHULJKWRNZHOO\RXFDQJRQH[W:HGQHVGD\WKHQ¶
GR\RXNQRZZKDW,PHDQLWZRXOGQ¶WEHOLNHWKDWDQG,WKLQNE\WKHWLPH
\RX¶GDFWXDOO\JRQHJRW\RXUDSSRLQWPHQW\RX¶GSUREDEO\IHHODELWEHWWHU
anyway [laughs] 
Sue: [laughs]  yeah  
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Sadie: WKDW¶VZKDWLW¶VOLNHDWWKHKRVSLWDOZLWKPHIHHOUHDOO\LOODQGE\
WKHWLPH,JHWP\DSSRLQWPHQW,¶PEHWWHUDQ\ZD\VRZKDW¶VWKHSRLQW 
 
In this excerpt Sadie suggests that she expects to have to wait a long time for 
any referral to materialise, and that this would render the referral pointless. She 
would prefer something more accessible in terms of located within the 
community and without the need to go via a GP. She had also previously 
expressed frustration at the cost of private counselling; when she had looked 
into the possibility for herself, she found it too expensive for someone of her 
means, as a single mum who does not work. Dennis expresses a similar 
frustration at the likelihood of having to wait for help via a referral, though in 
his example he suggests that the time delay leaves a person vulnerable to 
GHWHULRUDWLQJ DV ZDV WKH FDVH ZLWK KLV PRWKHU¶V GHOD\HG GLDJQRVLV RI
$O]KHLPHU¶V 
 
Dennis: the GP, whether it be the GP social worker whatever .. should 
be able to provide you with that information [diagnostic and referral]  
OLNHWKDW>FOLFNVILQJHUV@LW¶VZKDWWKH\¶UHWKHUHIRUDOOWKHGRFWRUZLOO
GRLVµZHOO,¶OOUHIHU\RXWRDFROOHDJXH¶WKDW¶VLQVL[PRQWKVXPLI\RXJR
private you can see him tomorrow.. [exhales]  well not a lot of people 
have got the money  
Sue: PP\HDKWKDW¶VYHU\WUXH 
Dennis: VR WKH JX\ LQ WKH VWUHHW¶V JRWWD ZDLW VL[ PRQWKV RU « WKUHH
PRQWKVRUZKDWHYHUDQGLQWKDWWKUHHPRQWKVWKH\¶YHJRQHGRZQKLOODQG
LW¶VYHU\IUXVWUDWLQJ,ZRXOGOLNH WRVHHDYDVWLPSURYHPHQW«YDVW 
 
So whilst attitudes to counselling are generally positive, there are concerns 
around perceived access, cost (of private counselling as an alternative) and 
waiting times that may deter some people from consulting their GP initially. 
This viewpoint was also expressed by Kara, who did seek help recently and 
was able to access private counselling through her own workplace instead of 
waiting for a referral via the NHS:  
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Sue: when you were referred to counselling how did that feel  
Kara: I felt like it was a breakthrough to be quite honest with you .. when 
LWFDPHWRWKH1+6RQHVKHZDVOLNHµRKLWFRXOGEHDPRQWK¶,ZDVOLNH
µRRKKK¶ >H[SUHVVHV XQFHUWDLQW\@ DQG WKHQ ZKHQ $QJHOD UDQJ PH IURP
KHUH>ZRUNSODFH@DQGVDLG\RX¶YHJRWDQDSSRLQWPHQWRQ)ULGD\ 
 
In KDUD¶V H[DPSOH VKHKDGQRW VRXJKW FRXQVHOOLQJ WKURXJKKHUZRUNSODFH DV
VKHKDGQ¶WSHUFHLYHGD µSUREOHP¶ WKDW UHTXLUHG LWKRZHYHURQFHD UHIHUUDO WR
counselling was received, to which she was receptive, the time delay of a 
month was perceived as off-putting and her ability to access counselling 
through work within one week led her to select that option instead. So, whilst 
individuals do view counselling in a positive light, this is then tempered by a 
perception that there would be a significant delay that would render it 
somewhat pointless. Expectations of delay do not necessarily bear relation to 
the reality of referral, but nonetheless there is an expectation of delay that may 
present a barrier to viewing this as a viable option.  
   
Discussion 
 The findings in this section reflect much that was already known in 
relation to attitudes towards medication; it is viewed in a negative light (Prior 
et al. 2003, Pill et al. 2001, Priest et al. 1996) in relation to mental health, and 
indeed Williams and Calnan (1996) have found this in relation to physical 
health as well. As mentioned in the literature review, views around counselling 
have been found to be positive. The data provides new insight into what people 
expressed as fear around referral to psychological therapies; specifically, where 
SDUWLFLSDQWVUHVSRQGHGZLWKVRPHWKLQJDNLQWRµGRHVWKDWPHDQ,¶PPDG"¶WKH
WHUPLQRORJ\ RI µSV\FKRORJLFDO WKHUDSLHV¶  LQ SDUWLFXODU HYRNHV D VHQVH RI
concern amongst participants that was not voiced when discussing counselling. 
This was noticed amongst older participants in particular. Stigma is oft cited as 
a factor that inhibits help-seeking, and the stigma associated with referral to 
psychological therapy ± VSHFLILFDOO\WKHFRQQRWDWLRQWKDWDQLQGLYLGXDO¶VVDQLW\
is being questioned ± is useful to note when considering the terminology used; 
WKH WHUPµFRXQVHOOLQJ¶ZDVQRWDVVRFLDWHGZLWK VXFKVWLJPD7KHQDPHRI WKH
IAPT programme ± Improving Access to Psychological Therapies ± which is 
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specifically intended to help people with common mental health disorders, may 
itself be increasing potential stigma for people who receive a referral.  
 In relation to beliefs about accessibility of counselling (specifically, a 
SHUFHLYHGWLPHGHOD\SDUWLFLSDQWV¶FRQFHUQVSRVHDSRWHQWLDOEDUULHUWRVHHNLQJ
(or accepting) help from their GP. As discussed in the literature review, Pill et 
al. (2001) SRLQW RXW WKDW LQGLYLGXDO¶V HYDOXDWLRQ RI VHUYLFHV PD\ SURYH WR EH
well-founded; repeating their pertinent citation here, they argue:  
 
the reluctance of people to see their problems as requiring medical 
intervention has to be distinguished from their capacity to evaluate the 
services on offer. (Pill et al. 2001, p.217) 
 
In Pill HWDO¶s VWXG\TXRWHGDERYHSDUWLFLSDQWV¶SHUFHSWLRQRIVHUYLFHVZDVWKDW
GPs had insufficient time to address personal problems, that GPs may not be 
tolerant of presentations of emotional distress, and that GPs may only be able 
to prescribe medication (Pill et al. 2001). Whilst the service provision context 
is different to that in which their study was written (i.e. the accessibility of 
psychological therapies has significantly increased since 2001), views around 
the delivery of such services present a barrier. Therefore, reluctance to seek 
care may also reflect an expectation that care will not be delivered in a timely 
IDVKLRQDQGWKLVLVVHSDUDWHWRDQ\SHUFHLYHGVXLWDELOLW\RIDSHUVRQ¶VSUREOHPV
to therapeutic help. This was the most significant difficulty that was expressed 
by participants in relation to delivery of care, although short consultation times 
were also referred to (as found by Brown et al (2011)).  
 When participants discussed the role of GPs in providing advice and 
signposting, there was an expectation that GPs provide guidance as to whether 
DSHUVRQ¶VSUREOHPVDUHPHGLFDOor not. Whilst this may seem trivial to point 
out, participants discussed the difficulties in knowing whether a problem was 
µUHDO¶ RU QRW, and discussed negotiating different cues accordingly; this was 
pertinent to the discussions in chapters 4 and 5. What is important to note here, 
is that if in doubt, participants may consult their GP so that a professional 
opinion is given, confirming whether a problem exists and whether it is 
significant; it is the role of GPs to confirm whether a problem is within the 
remit of medicine. Participants are potentially open to non-medical 
222 
 
explanations for their distress as well as medical. Literature points towards a 
perception amongst GPs that individuals seek a quick fix (Shaw and 
Woodward 2004, Chew-Graham et al. 2000), and as mentioned in the literature 
UHYLHZ *3V KDYH D GHVLUH WR DOOHYLDWH LQGLYLGXDOV¶ VXIIHULQJ (Conrad 2007, 
Chew-Graham et al. 2000). However, this does point towards a potential 
mismatch between what individuals expect GPs to do (confirm if a problem is 
medical) and what GPs think individuals would like (receive some form of 
medical care). There is therefore the potential that individuals¶ distress is being 
responded to in more medicalised terms than might be preferred or accepted; 
WKLV FRPSOHPHQWV :LOOLDPV DQG &DOQDQ¶V (1996) argument that there is a 
PLVPDWFKEHWZHHQSDWLHQWYLHZVRI*3VRYHUSUHVFULELQJDQG*3V¶EHOLHIVWKDW
patients want medication. As previous literature indicates, there is a perception 
that GPs are quick to medicate (and indeed this was expressed by participants 
in this study). It may be that this mismatch in expectations between the two 
JURXSV H[HPSOLILHG LQ ZKDW SDUWLFLSDQWV YLHZHG DV *3¶V SULPDU\ UROH RI
diagnosis (i.e. confirmation whether their problem is within the remit of 
medicine or not), underlies why GPs are perceived as offering medication 
unnecessarily; this is most likely the case where individuals perceive the causes 
of distress as social. This could be a contributing factor to increased 
medicalisation of distress, that is taking part when GPs offer a diagnosis (as 
mentioned above), and not necessarily before then. I will address an alternative 
form of help in which individuals have expressed an interest, below.  
 
What would both groups like to receive from their GP, if different?  
 It is important to consider what participants from each group would like 
to receive via their GP, if this differs to what has already been discussed in this 
chapter. This is with the intention of considering whether there are areas of 
incongruence between what individuals would like, and what is available, as 
this holds potential for useful practice recommendations. This will be done in 
two ways: firstly, I will examine what help-seekers said they would have liked 
(if this was expressed); secondly, I will examine what lay participants thought 
to be particularly helpful in ameliorating distress, if this has not already been 
addressed elsewhere. In particular, any areas of overlap between these two 
groups (that is, help-seekers and lay participants) should provide useful insight. 
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For those help-seekers who were happy with their experience (notably 
Cath and Kara), there was nothing else that they would have preferred from 
their GP; they had not known whether help would be available, and were happy 
with what was offered. Kara did, however, express relief when she was able to 
begin counselling immediately through her work rather than wait for the 
counselling via her GP that would likely commence after a month. In addition, 
Dylan did not want or expect any particular treatment as he knows nothing 
about the topic of mental health, and is happy that he has been supported thus 
far. It is therefore to be expected, to some extent, that those who have no 
expectations of treatment are unlikely to be disappointed at not being given a 
particular response; there was nothing they specifically wanted instead, nor 
expectations against which they were disappointed. Tanya and Anna both 
wanted to receive a referral to further therapy and both received this.   
Three of the help-seekers specified a wish for a different response. 
Patrick was happy with the help that his GP provided (i.e. after giving him 
9DOLXPDQGDVVHVVLQJKLVFRQGLWLRQVKHZDVDEOHWRFRQILUPKHZDVQ¶WKDYLQJD
heart attack) but would like an additional form of help that he does not expect 
his GP to provide. Antonio and Sally Anne were both disappointed with the 
help they received, and wished for something different. There is a similarity 
between what Antonio and Patrick would have liked, and that is some kind of 
access to a group where they can meet others who might have had similar 
experiences. Antonio specifically hoped his GP might refer him to some kind 
of group therapy, or self-help group, where he might meet others in the same 
situation. He was disappointed when this did not happen; he did not specify 
that he asked for a referral, just that it was not offered. Whilst he felt that his 
GP was sympathetic, he wished to have some practical coping advice on how 
to deal with his grief and the tension that he feels as a result of it, and this he 
hoped to access by meeting others who were coping in similar circumstances. 
In addition he feels constrained by the short time allowed for consultation: 
 
Antonio: in that case when my mum died, first of all she made me feel 
OLNHVKHXQGHUVWRRGP\IHHOLQJVOLNHµ,NQRZKRZ\RXIHHO¶DQGVRRQOLNH
maGH PH IHHO DW OHDVW FRPIRUWDEOH WR WDON DERXW P\ SUREOHP KRZ ,¶P
IHHOLQJDQGVRRQDQGVRRQ«RIFRXUVHVKHVDLGWKDWLWZDVQRWWLPHWR
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give some medicines for blood pressure or headaches, but to do some 
more activity and so on .. I felt a little bit uncomfortable because my time 
in there was 10 minutes, when you go to the practice always 10 minutes, 
10 minutes, no more than 10 minutes, so I felt I wanted to talk more but I 
had no chance .. I would like if possible to be in touch with people with 
the VDPHH[SHULHQFHLQRWKHUVLWXDWLRQVZKHQ,IHHOVWUHVVHGEXWWKHUH¶V
QRFKDQFHIRUWKLVVRLWVHHPVOLNH\RXIHHO\RX¶UHWKHUHDORQHZLWK\RXU
SUREOHP>ODXJKV@¶JRDQGVRUWLWRXWE\\RXUVHOIEHFDXVHZHFDQQRWGR
VRPXFK¶WKDW¶VP\SUREOHP>@, ZRXOGOLNH«WKDWLI\RXJRIRUDQ\
UHODWHGUHDVRQ«WRD*3QRWWREHIRUFHGWRH[SUHVV\RXUSUREOHPVLQ
or 10 minutes  
 
When asked what type of help he would specifically like he reiterated the 
above, stressing that he wants to be able to meet others with a similar 
experience so that they understand him and he feels less alone; this would also 
help him access practical coping advice that deal with his concerns about his 
tension levels:  
 
Antonio: first of all I would like someone [GP] that understands, that 
UHDOLVHVKRZ,IHHOVRLW¶VDOLWWOHELWVKH¶VDOLWWOHELWVXSSRUWLYHRIP\
feelings.. and then to be in touch with someone that maybe has the same 
experience .. so that I realise that I am not alone and then .. to sort it out 
because .. LW¶VHDV\ WR WDONEXW LI\RXGRQ¶WNQRZKRZWRVRUW WKLQJVRXW
\RXMXVWJHWVWUHVVHG« 
 
During participant validation, in which Antonio took part, he was surprised to 
hear that in the event of depression, his GP is potentially able to refer patients 
to counselling or other form of therapy. After discussing this possibility (about 
which I was asked more), he then said that given the opportunity between 
group therapy and individual counselling, he would prefer individual 
counselling because it would be taking place in English (his second language) 
and he might not be able to take part in a group situation as actively as one to 
one. His desire for some form of group therapy that was expressed in his first 
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interview was therefore voiced partly out of a lack of awareness of any other 
options; however, the preferences that he expressed initially remain pertinent.  
Antonio voiced similar feelings to Patrick (whose preferences will be 
illustrated below) about the importance of meeting someone who has shared an 
experiHQFH VR WKDW KH GRHVQ¶W µIHHO DORQH¶ +H DOVR SODFHV LPSRUWDQFH RQ
µVRUWLQJLWRXW¶WKDWLVILQGLQJRXWIURPRWKHUVKRZWRGHDOZLWKKLVSUREOHPV
on a practical level (i.e. to be given advice on how to cope), such as how to 
combat his grief or his inability to relax, a sentiment that Patrick shared. 
3DWULFNZDVVDWLVILHGZLWKKLV*3¶V UHVSRQVHKLVSDQLFDWWDFNDEDWHGRQFHKH
NQHZKHZDVQ¶WKDYLQJDKHDUWDWWDFNDQGKHZDVDEOH WRJRKRPH+HGRHV
however provide a detailed description of what kind of help he would find 
particularly useful, and that would help ease his anxiety in a meaningful way. 
Patrick would specifically like the opportunity to meet other people who may 
be experiencing similar to himself, or to have the opportunity to talk to 
someone in a context that is not constrained in the same way that GP 
consultations are: 
 
Patrick: ,NQRZZHDOOGLHWKHUH¶VQRWKLQJVRFHUWDLQDVWKDWEXWLW¶V,
WKLQNZKHQ\RXJHWROGHU\RXFDQ¶WH[SODLQWRDGRFWRUDGRFWRUGRQ¶W
they KDYHQ¶WJRWWKHWLPHWROLVWHQWR\RXWRVD\OLNH,DPIULJKWHQHGRI
WKH LOOQHVV ,¶YH JRW EHFDXVH , NQRZ WKH FRQ«>FRQVHTXHQFHV@ DQG ZKDW
made it worse .. I was .. got an appointment to cardiac clinic [...]  and I 
went to the cardiac clinic and the nurse, she was a nurse specialist in 
ILEULOODWLRQHSLVRGHVWKDWSHRSOHKDYHDQGVKHVD\Vµ\RX¶UHDWYHU\KLJK
ULVNRIDVWURNHDQGKHDUWDWWDFN¶>@,WULHGWRH[SODLQWRWKHGRFWRU,JRW
this panic this fear then, fear of dropping down dead anywhere and it .. 
although you try to put it out your mind, you completely try to blinker it, 
it raises its ugly head when suddenly you take your blood pressure one 
GD\DQGµRKWKDW¶VJRQHDELWKLJK¶IRUQRUHDVRQ\RXNQRZDQGLW¶V
SUREDEO\ ,¶P OHDGLQJ P\VHOI into a trap that probably myself .. with 
OLQNLQJZKDWVKHVDLGDQGZKDWFRXOGKDSSHQDQGZKDW,¶PWKLQNLQJ
\RXNQRZWRP\VHOIµKRZFDQ,DYHUWLWZKDWFDQ,GR¶\RXNQRZµZKRFDQ
,WXUQWR¶XP>@LW¶VWKDWIHDULW¶VWKHELJJHVWIHDUZKHQ\RXget older 
LWPXVWKDSSHQWRDORWRISHRSOHLIWKH\¶UHRQWKHLURZQ>@DVVRRQDV,
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JHWLI,JHWWKDWSDQLFLW¶VOLNH\RXUKHDG¶VJRQQDEXUVW\RX¶UH\RX¶UH
LQDJOREHDQG\RXGRQ¶WWKLQNWKHUH¶VDQ\ZD\RXW\RXNQRZWKHUH¶VQR
way out and you¶UHWDNLQJ\RXUSXOVHDQGWKHPRUH\RX¶UHGRLQJWKDWWKH
PRUH\RX¶UHZRUNLQJ\RXUVHOIXSLQWRDSRVLWLRQZKHUH\RXFDQ¶WFRQWURO
LW\RXNQRZZKDW,PHDQ\RXFDQ¶WFRQWURO\RXUXPWKHHYHQWVWKDW¶V
KDSSHQLQJ DOO ,¶PGRLQJ LVSXWWLQJ IXHO LQDZD\ . to the anxiety and 
WKDW¶VZKDWLWSXUHO\EXLOGVXS\RXVHHDQGLWEXLOGVXSLQWROLNHWKHWRS
of a hill and then you come tumbling down .. you know and you think .. 
who do I turn to .. you know I have had a word with the doctor and that .. 
EXW WKH\¶UH QRW LQDSRVLWLRQ WR VD\ µRKVLWGRZQDQG OHW¶VKDYHDJRRG
KRXU¶VWDON¶DQGDOOWKDWEHFDXVHWKH\¶YHJRWWRRPXFKWRGR>ODXJKV@WRR
many patients to see ..  
 
+H GRHVQ¶W IHHO DV WKRXJK KH FDQ WDON WR KLV GRFWRU DERXW KLV IHDU RI KLV
condition and of suddHQO\G\LQJEHFDXVHRISUDFWLFDOFRQVWUDLQWVXSRQKLV*3¶V
time. He would like the opportunity to meet other people, and to engage in 
social activities where he could both combat loneliness and also find out how 
others might deal with his particular problems; he would like the opportunity to 
be able to relate to other people and benefit from their experience:  
 
Sue: ZHOO\RXVDLGWKDW\RXGRQ¶WVHHFRXQVHOOLQJDVEHLQJXVHIXOLQWKLV
way .. can you think of anything that for you would be useful so any form 
RIKHOSLWGRHVQ¶WQHHGWREHDQ\NLQGRIPHGLFDOKHOSLWFRXOGEHDQ\
what would you particularly like  
Patrick: well I think a lot more in these community centres where you 
meet up... have a proper chat a game of dominoes and that [...]  where 
yoXFDQJRDQGPHHWWRJHWKHUDQGJHWDFKLQZDJDQGDQG,WKLQNWKDW¶V
where the benefits would come .. a lot more you know than just 
FRXQVHOOLQJ  EHFDXVH \RX DUH PHHWLQJ SHRSOH  ,¶P QRW VD\LQJ SHRSOH
WKDW¶VJRWWKHVDPHLOOQHVVDV\RXUVHOIDQGWKDWEXW\RX¶UHQRWLVRODWHG
>@, WKLQNWKHKHOSVJRW WREHLQ WKHFRPPXQLW\ WKDW¶VZKHUHLWVKRXOG
EHLW¶VQRJRRGJRLQJWRDGRFWRUDQGJRLQJµRKWRGD\,IHHOGHSUHVVHG
GRFWRU, IHHO IHGXS¶µFDXVHWKH\KDYHQ¶WJRW WKHWLPH\RXGRQ¶WZDQQD
be wasting their time, but you could probably go to some community 
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FHQWUH DQG IHHO D ORW EHWWHU RQFH \RX¶UH DPRQJVW SHRSOH  DQG , WKLQN
WKDW¶VZKHUHLQWKHHQGLW¶GGRPRUHEHQHILWLW¶GEHPRUHEHQHILFLDO
[...]   
Sue: so you would see kind of like a regular social support network 
ZRXOG EH LGHDO IRU \RX SHUKDSV , GRQ¶W ZDQW WR SXW ZRUGV LQWR \RXU
PRXWKE\VD\LQJLGHDOEXW\RXNQRZWKDWZRXOGEHVRPHWKLQJ\RX¶GOLNH 
Patrick: \HDKWKDW¶VZKDW,¶YHWULHGWRH[SODLQ WKDW¶VEHWWHUWKDQDOOWKH
medicine in the world really .. you know .. if you can just talk to 
VRPHERG\OLNH,¶PWDONLQJWR\RXDQG\RXIHHODORWEHWWHU\RX¶YHJRW
it off your chest, and that person might be able to say well, say so and so, 
and whDW WKH\¶YH VDLG WKH\¶YH HDVHG \RXU PLQG  DQG WKHUH¶V D ELJ
GLIIHUHQFHWKDW¶VZKHUHWKHPDVVLYHGLIIHUHQFHLVLW¶VQRWWKHWDEOHWVWKH
tablets block things out ..but things rise again LW¶VEHLQJDEOHWRUHODWH
to a person .. and talk to that person, and that person could talk to you, 
OLVWHQWR\RXDQGWDONWR\RXDQG,WKLQNWKDW¶VWKHELJJHVWWKLQJDQG\RX
FDQ¶WJRWRWKH*3DQGGHPDQGWKDW,¶PQRWVD\LQJLWZRXOGEHULJKWEXW
LQDQLGHDOZRUOGLWZRXOGEHULJKW>HPSKDVLVLQSDUWLFLSDQW¶VVpeech] 
 
Patrick sees value in meeting other people who had shared experiences, and 
that this is better than counselling, which involves doing all the talking and not 
KHDULQJDERXWWKHRWKHUSHUVRQ¶VH[SHULHQFH 
 
Patrick: ...if you can get the right people, the right people I mean if 
WKH\¶G EHHQ WKURXJK  , ZRXOG SXW LW LQ D QXWVKHOO LI VRPHERG\ OLNH
myself had been in that experience and I was clever enough to go to meet 
SHRSOH WR WDON WR WKHP OLNH ,¶P WDONLQJ WR \RXRYHUZKDW H[SHULHQFH ,¶G
had with mental health problems .. anxiety panic attacks depression .. 
that sort of person would definitely help, would be a massive stepping 
VWRQHIRUVRPHERG\WKH\¶YHEHHQWKURXJKLWWKH\FRXOGVD\µ\HDKZHOO
,¶YHEHHQWKURXJKWKDW¶\RX¶UHWHOOLQJPHµ\HDK,¶YH done that, I felt like 
WKDW¶DQG\RXMXVWWKLQNWR\RXUVHOIµZHOO,¶PQRWRQP\RZQ¶\RXNQRZ
µ,¶PQRWDIUHDN¶\RXNQRZLWKDSSHQVWRRWKHUSHRSOHLWKDSSHQVLQUHDO
OLIH WR VRPHERG\ HOVH DQG , WKLQN WKDW¶V ZKHUH  ZKHUH WKDW VRUW RI
counselling wo
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KDYHDWH[WERRNRUDPHGLFDOERRNDQGZKDWLW¶VZURWHLQWKHUHLI\RX¶UH
WHOOLQJPHZKDW\RX¶UHVHHLQJGRZQ>RQSDSHU@DQGVD\LQJµZHOOLWVD\VLQ
WKLVERRNWKLVLVZKDW\RX¶YHJRWWRGRDQGDOOWKDW¶LWZRXOGQ¶WPHDQWKH
VDPHEXWLI\RXWROGPHWKDW\RX¶GEHHQWKURXJKWKDWH[SHULHQFHWKHQ
WKDWZRXOGKHOSPHPRUHEHFDXVHLW¶VDGLIIHUHQWDSSURDFK\RXNQRZ,
NQRZWKHQµZHOO\HDK,¶PQRWRQP\RZQ¶EXWIURPDERRNLWVD\VLQ
this bRRN\RX¶YHJRW WRGR WKLV\RX¶YHJRW WRGR WKDW\RX¶YHJRW WRVHH
VRPHERG\\RX¶YHJRW WRVD\WKLV WRWKHPWKDWGRHVQRWEULQJ\RXRQD
SURSHUOHYHOILHOGLW¶VSRLQWLQJ\RXLQWKHZURQJGLUHFWLRQ  
 
Meeting others and sharing experiences is about more than just receiving 
advice from people about how to cope, but relating to others would also help 
UHGXFHDVHQVHRI LVRODWLRQDQGRIEHLQJD µIUHDN¶+HZRXOGEHFRPIRUWHG WR
find out that he shares this experience with others, and to find out how they 
have dealt with difficult feelings and experiences. He contrasts this to receiving 
advice from a professional who has not had the same experience as him, and so 
is applying their learning (but not experience) to his situation.  
 Whilst Debbie was not recruited after a particular help-seeking episode, 
she nonetheless shares her feelings about what type of help she would like to 
UHFHLYH :KLOVW WDONLQJ DERXW WKH µTXLFN IL[¶ RI DQWLGHSUHVVDQWV PHQWLRQHG
above, she also mentions the benefit of meeting others with similar problems:  
 
Debbie: ...you know you do want that quick fix .. but again I mean would 
it be better if they could, if there was some other way without just going 
VWUDLJKWRQWRWKHDQWLGHSUHVVDQWV,GRQ¶WNQRZELWGLIILFXOWEXWWKDWLV
what you want initially  
Sue: hmm, just to start feeling better, some of the pain taken away  
Debbie: yeah, yeah .. perhaps if they did that to begin with, and then sort 
of like you could start going to some classes on actually how to deal with 
panic attacks, wKDW¶VKDSSHQLQJZKHQ\RXGRZKDWWKH\GRNQRZRILW
if they could have classes of people that do suffer with panic attacks and 
WKLQJVDQGVD\µRKZRXOG\RXOLNHWRDWWHQG¶OLNHWKH$$IRUDOFRKROLFV
\RX NQRZ µFDXVH WKDW KHOSV WKDW UHDOO\ KHOSV NQowing people that are 
suffering with the same thing as you .. because you do, you tend to think 
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µFDXVH\RX¶UHLQ\RXURZQ\RXOLYHLQ\RXURZQOLWWOHZRUOGGRQ¶WZH
ZHDOOGR\RXNQRZ\RXWKLQNLW¶VMXVW\RXEXWWKHQLI\RXKDGFODVVHV
WKH\¶GKHOp each other  
 
Again, Debbie refers to meeting others who are experiencing something similar 
VRWKDWVKHFDQUHDOLVHVKH¶VQRWRQKHURZQDQGDOVRWROHDUQSUDFWLFDOZD\VRI
dealing with her depression and/or panic attacks. In chapter 4, I discussed the 
views of Anita and Julia from the lay group, who both place significance in 
meeting people who have shared similar experiences. This preference for 
µVRFLDO¶VXSSRUWWKHUHIRUHKDVVDOLHQFHDVDSRWHQWLDODOWHUQDWLYHIRULQGLYLGXDOV
who might not be receptive to medication or to psychological therapies. 
6DOO\$QQH¶VH[SHULHQFHGRHVQRWIHHGLQWRWKHDERYHGHVLUHIRUFRQWDFW
with others; rather, she would prefer to have the autonomy to take Valium on 
occasions when she is emotionally fragile, as she had been doing previous to a 
recent appointment. Sally Anne specifically wanted to be able to continue 
using Valium as she felt necessary, and not to engage in counselling. This is 
likely to feed into a larger theme that is prominent in her life at present ± that 
of continued medical investigations into physical health problems that she is 
having. She does not wish to continue having these medical investigations, as 
she feels that there is little point in ascertaining the details of problems that are 
WRGRZLWKKHUµHQJLQHUXQQLQJRXW¶6DOO\$QQHWKDWLVWRVD\JURZLQJROGHU
and more frail. The investigations have so far proved fruitless, and yet have 
taken up much time and effort; she would rather enjoy the time that she has. 
She views her frustrating and somewhat unwanted medical investigations in a 
similar way to her counselling, and would prefer to carry on in her own way 
and simply learn to live with it:  
 
Sally Anne: I felt that you know, I would have been better off, living in 
my own little fairy world, and just taking the Valium when I thought fit .. 
RUZKHQ,WKRXJKWQHFHVVDU\EXW,ZDVQ¶WDOORZHG 
 
She is aware of the potential for addiction and presumes this is why she was 
not allowed it, even though she states that she only used it on occasion and 
XSRQWKHDGYLFHRIDGLIIHUHQW*3+HUPRUHUHFHQW*3SUHVFULEHGKHUµKDSS\
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SLOOV¶ ZKLFK VKH GRHVQ¶W IHHO GR DQ\WKLQJ µ, PLJKW DV ZHOO KDYH EHHQ WDNLQJ
DVSLULQ¶ 6DOO\ $QQH DQG KHU *3 KDV DVNHG KHU WR DWWHQG FRXQVHOOLQJ 6KH
began attending counselling but did not find that it suited her and disagrees 
with the need to keep reliving her experience. She also found it difficult to 
address her issues with a counsellor who was much younger than herself 
(around 24 years old). She does not believe the counselling process works; 
from her point of view it is creating more pain, because she has to relive the 
trauma of her fracas again and again when she would rather try and forget 
about it and carry on her normal activities. In addition, her previous counsellor 
left the counselling service and so she will begin with a new counsellor in the 
near future:  
 
Sally Anne: \RX VHH ZKDW , FDQ¶W XQGHUVWDQG RU  SUREDEO\ LW¶V D
JHQHUDWLRQWKLQJDJDLQ,GRQ¶WNQRZLW¶VZKDWHYHU¶VKDSSHQHGWR
DQ\RQHLQOLIHLQFOXGLQJP\VHOIZKDWHYHU¶VKDSSHQHGOLYLQJLWRXWDQG
keep repeatingly and repeatingly and repeatingly talking about it .. you 
NQRZ LW¶V QRW JRLQJ WR KHOS DQG ZULWLQJ LW GRZQ¶V QRW JRLQJ WR KHOS
µFDXVHDOO,FDQVHHDWWKHHQGRIWKHGD\,ZDQWWRIRUJHWLW,ZDQWWRJHW
on I want to move on, but repeatedly asked to write it down and go 
through it and go thrRXJKLWWRPHWKDW¶VQRWKHOSLQJPHWRIRUJHW,GRQ¶W
forget it, but you put it in a little cupboard and you shut the door .. I 
mean you know periodically you might open that door or somebody 
HOVH¶OORSHQ LWDQG WKHQ\RXJR WKURXJK WKDWZKROHH[SHULHQFHand then 
WKH QLJKWPDUHV VWDUW DJDLQ DQG HYHU\WKLQJ HOVH DQG XP « DQG , FDQ¶W
understand it where you know .. a bottle of Valium would have done a .. 
VKHSUREDEO\WKRXJKW,ZHUHJRQQDWDNHWKHZKROHORWEXW\RXNQRZWKDW¶V
what it stemmed from so and I .. I shall go to a counsellor again next 
ZHHNDQGVKH¶OOEHVD\LQJµQRZZKDW¶VWKHSUREOHP"¶DQG\RXWKLQNµKHUH
ZHJRDJDLQ¶«,PHDQ\RXNQRZZKHQ\RXNQRFNVRPHERG\GRZQLQWKH
URDGDQG\RXUHSDLUWKHOHJ\RXGRQ¶WVD\WRWKHPµFRPHRQ,¶PJRQQD
knock you GRZQ DJDLQ¶ « ,¶OO VHH \RX D ZHHN RQ :HGQHVGD\ DQG ,¶OO
NQRFN\RXGRZQDJDLQDQG\RXFDQVXIIHUWKHVDPHSDLQ>ODXJKV@«DQG
ZLWKWKHPLW¶VDSK\VLFDOSDLQZLWK\RXLW¶VDPHQWDOSDLQQRWPHQWDODV
PHQWDO EXW LW¶V WKH GLVWUDXJKW DQG WKH GLVWUHVV LW FDXVHV you and 
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everything else .. you know just put it in that little cupboard and shut the 
GRRUDQG\RXNQRZHYHU\QRZDQGDJDLQ\RXFDQRSHQLWXKEXWGRQ¶W
VD\ WR WKH PDQ WKDW¶V NQRFNHG \RX GRZQ µ,¶OO PHHW \RX D ZHHN RQ
Wednesday, a week on Friday you can do it again.. iW¶OOPDNH\RX IHHO
better¶ >@,PHDQLWPLJKWKHOSVRPHSHRSOHEXWWKDW¶VP\RZQRSLQLRQ
GRQ¶WNHHSUHPLQGLQJPHZKDW¶VJRQHRQ\RXNQRZGRQ¶WNHHSOLNH,VDLG
\RXNQRZGRQ¶WNHHSUXQQLQJRYHUWKHPDQZLWKWKHEURNHQOHJ 
 
Sally Anne has had the autonomy of monitoring her own distress taken away 
from her, and is instead attending counselling that she does not want to attend, 
on the instruction of her GP. She would much rather live with her problems 
and adjust to them, than continue with treatments that she feels are inhibiting 
her current quality of life and may ultimately prove fruitless; this is likely 
exacerbated by her continuing medical investigations that she is also having to 
undergo. 
  
Discussion 
What can be seen from these examples is that for some participants, 
they place great value in meeting other people with whom they might share 
similar experiences. This holds the potential to reduce a sense of isolation, 
relate to others and gain access to a range of practical coping skills. The 
benefits of meeting others in similar situations was viewed as very important 
by some, yet this was not offered to any of the help-seeking participants despite 
its salience to the model of stepped care (NICE 2011a) that is applicable to 
common mental health disorders. What is interesting to consider, therefore, is 
why referrals to community or self-help groups might not be given. In research 
relating to the prevalence of social problems in primary care, Popay et al. 
(2007a, 2007b) GLVFRYHUHG WKDW GHVSLWH *3V¶ EHOLHIV WKDW VRFLDO SUREOHPV
XQGHUOD\ D VLJQLILFDQW SURSRUWLRQ RI WKHLU SDWLHQWV¶ KHDOWK DQG PHQWDO KHDOWK
problems, GPs felt more comfortable referring patients to counselling services 
than to welfare support services (or similar). They found that GPs frequently 
do not have up to date knowledge about local services, and that this is partly 
due to the transient nature of such local resources (2007a). The services 
reported in Popay et al.¶V VWXG\ ZHUH PRVWO\ VWDWH-IXQGHG µZHOIDUH¶
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organisations such as housing, Citizens Advice Bureaus and job centres, 
however they did also include community groups. Whilst it is unclear the 
H[WHQWWRZKLFKµFRPPXQLW\JURXSV¶LQ3RSD\HWDO¶s study might overlap with 
µVXSSRUW JURXSV¶ WKDW DUH PHQWLRQHG LQ VWHSSHG FDUH WKH LVVXH RI XS-to-date 
information available to GPs is one that is both highlighted as problematic in 
their study, and also essential to the successful implementation of this element 
of stepped care. As mentioned in the first section, two interviews were carried 
out with GPs; during one interview (after the theme of referral to community 
groups had been raised in participant interviews), I asked the GP (Katherine) 
whether they had this kind of information, and whether it might be useful. Her 
response was that they did not have such information, and that it would indeed 
be useful; the only referral information Katherine feels she has available is to 
secondary care. This is in conjunction with the option of medication; as 
illustrated in the first section, Katherine does not perceive a significant demand 
for either of these responses. There may therefore be some disparity between 
the bodies of resources that individuals expect a doctor to be able to draw from, 
and the reality of what GPs themselves might feel able and compelled to draw 
from. There is some expectation amongst participants (and some desire) that 
GPs will have access to, and knowledge of, a range of different types of 
referral including to community and/or self-help groups as mentioned above. 
7KLVGLVSDULW\ LQH[SHFWDWLRQVPLJKWSRWHQWLDOO\ IHHG LQWR LQGLYLGXDOV¶GLVWUHVV
being responded to in a way that is more medicalised than they might wish (or 
might be receptive to). Indeed, findings from Bristow et al. (2011) indicate a 
similar rejection of a solely biomedical response, and a potential desire for 
third sector or community help. Whilst this finding (within this study) is in 
itself not wholly original (it has been found by Bristow et al. (2011) in relation 
to hard-to-reach groups), it is worth noting that this study is not comprised 
solely of people from hard to reach groups, nor were they recruited via 
community groups, a factor that in Bristow HWDO¶s (2011) study rendered the 
finding potentially representative of their recruitment methods. This study 
therefore supports the relevance of their findings to a wider demography, and 
also supports the idea that their finding was not necessarily an artefact of their 
method. This study therefore provides a recommendation to improve the 
availability of community, self-help and support group information that is 
233 
 
available to GPs, and to stress the importance of offering such referrals to 
patients, in line with stepped care. Bristow et al. also support such a 
recommendation.  
To counterbalance the above discussion about the importance of 
community and/or self-help and support groups, some participants expressed 
great satisfaction with the help they received and were pleased to be referred to 
counselling and to receive medication. Help-seeking within primary care is 
heterogeneous and requires a broad range of potential resources to be 
accessible. 
In the case of Sally Anne, who wished to have the autonomy to deal 
ZLWKKHUµGLIILFXOWGD\V¶LQKHURZQZD\WKURXJKRFFDVLRQDOXVHRI9DOLXPDQG
to accept her problems rather than attempt to ameliorate them through 
counselling (a process that she doubted worked and she found emotionally 
painful), there is less potential for service recommendations that might be 
useful.  
 
Conclusion 
It is important to reiterate that help-seekers are a heterogeneous group 
of people, and it is not possible to define a set of expectations that might be 
held around treatment, or a set of wishes that help-seekers have. Indeed, the 
same can be said of the lay group, and there was great variety amongst 
participants in terms of what they perceived to be helpful in ameliorating 
common mental health problems. There is a universal expectation that GPs 
have the ability to diagnose and refer to appropriate services, thus playing the 
role of gatekeeper and also reassuring patients as to whether their problems are 
indeed amenable to medical help. Therefore, when considering the 
expectations of individuals, the findings apply to groups of individuals within 
the study; there are no overarching expectations except the very broad 
expectation of diagnosis and appropriate referral.   
The data indicates that the process of medicalisation (that is, problems 
coming to be defined in medical terms and more particularly, receiving a 
medical response) is cemented when a GP offers a medical response, and not 
necessarily before then; this feeds into a discussion of medicalisation more 
broadly, and provides a contrast to the notion that patients are driving 
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medicalisation (Conrad 2007). GPs may perceive a need or desire for help in 
the form of medicalisation of distress (as suggested by Shaw and Woodward 
(2004) and Chew-Graham et al. (2000)) when individuals are simply trying to 
understand their distress and ascertain whether medicine is appropriate. In this 
scenario it is likely that medical help is being offered when individuals may be 
willing to accept (or indeed prefer) an alternative response. This has potential 
FRQVHTXHQFHV IRU WKH FRXUVHRI DQ LQGLYLGXDO¶VGLVWUHVV WKDW LV UHGHILQLQJDQ
LQGLYLGXDO¶V GLVWUHVV WKURXJK D PHGLFDOLVHG OHQV DQG LQFUHDVLQJ WKH SRWHQWLDO
for a medical pathway for help in the event of future distress), and also for the 
use of NHS resources in addressing problems that individuals may prefer to 
address within community or self-help groups. There is some difference 
between patient understanding of the scope of advice that a GP is able to give 
(and refer to), and the realities of referrals in a GP setting, that may culminate 
in increased medicalisation of distress. In particular, participants in the lay 
group describe mental health problems as resulting from mainly social causes 
(as discussed in chapter 4). A strong preference for social support is also 
evident, and whilst there is perceived benefit in medication and counselling 
(although individuals appeared to shy away from medication for themselves), 
some individuals stressed the importance of meeting others and of not feeling 
DORQHLQRQH¶VVLWXDWLRQ7KLVLVWKHUHIRUHDSRWHQWLDOO\XVHIXOIRUPRIUHIHUUDOWR
consider in terms of providing a response to help-seekers; individuals may 
wish to meet others in the same situation, in order to understand how other 
people with similar problems learned to cope. Whilst there is the potential for 
this within stepped care and referral to self-help and/or support groups, it does 
not appear to have been provided as an option to any of the participants in this 
study; work by Popay et al. (2007a, 2007b) provides insight into the difficulties 
that GPs face in maintaining up-to-date information of such groups, providing 
some explanation as to why such referrals might not take place. Thus, this 
forms the basis of a recommendation, that access to community, self-help and 
support groups be enabled by the provision of up-to-date information to GPs, 
and that the benefits of such referrals be stressed to GPs.  
Feedback in relation to receiving a referral to psychological therapies 
was mixed. Some participants perceived potential benefit in having the 
opportunity to deal with their distress, but this may be accompanied by a fear 
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that in being referred to psychological therapies, there was the implication that 
WKH\ZHUHµPDG¶7KLVDSSHDUHGOHVVVRZKHQWKHWHUPµFRXQVHOOLQJ¶ZDVXVHG
Referral to individual therapy therefore has mixed implications. This provides 
additional support for the alternative of self-help and/or support groups, where 
individuals can meet others and find out they are not alone in having the 
problems that they have. This lends weight to the potential benefit of 
highlighting the use of referral to self-help or community groups as part of 
stepped care; referral to individual therapies may potentially frighten 
individuals. There is also a perception amongst participants that the delivery of 
services (specifically a referral, for example, to counselling) might not occur in 
a timely fashion, and this acts to deter individuals from considering this sort of 
help as a viable option.  
The data shows that help-VHHNHUV¶ H[SHFWDWLRQV FDQQRW QHFHVVDULO\ EH
viewed as drivers of action, as some participants held no specific expectations 
around care; medicalisation of distress, and purposive action is applicable only 
in certain cases, and in particular, amongst longer-term mental health service 
users. Rather, a more haphazard approach, as described by Pescosolido (1998) 
takes place. The idea of framing has been considered, and this has been found 
to be mostly applicable in the case of people who have a history of seeking 
help. For those who are newly seeking help, consulting a GP represents one of 
a number of different resources that were tried (including coping), and 
individuals may not expect medical help to be appropriate. As mentioned in the 
previous chapter, help-seeking frequently takes place based upon the 
interaction of specific eYHQWVLQFOXGLQJRWKHUSHRSOH¶VLQWHUYHQWLRQUDWKHUWKDQ
D FDVH RI µUDWLRQDO¶ GHFLVLRQ PDNLQJ :KLOVW WKH QRWLRQ RI µIUDPLQJ¶ PD\
appropriately encompass the intervention of other people who offer advice to 
seek help (i.e. their advice may reflect the extent to which their own views are 
framed), it is not necessarily taking place in the individuals themselves. Thus, 
the findings in this chapter are congruent with the findings of the previous 
chapter ± that help-seeking is not necessarily an individualised act 
(individualised being representative of deliberate action, or of expectations 
around care) ± but rather is the outcome of a complex process that involves 
trial and error and may not actually reflect a wish for medical treatment.  
236 
 
The next chapter will summarise the findings from the study as a whole, 
WKHVWXG\¶VRYHUDOOFRQWULEXWLRQWRNQRZOHGJHDQGFRQVLGHUVWKHGDWDFKDSWHUV
as a unified whole. 
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Chapter 7 
 
Conclusion: Viewing help-seeking within its wider context 
 
7KLVFKDSWHUSURYLGHVDVXPPDU\RIWKHVWXG\¶VILQGLQJVLQUHODWLRQWR
each chapter and then tying together as a whole. Overall, the study shows the 
different ways in which help-seeking might reflect, or be shaped by, its context 
and argues the need for theoretical approaches to help-seeking to move away 
from purely individualised explanations. Help-seeking is inseparable from its 
context, although there is a tendency within the body of research to focus upon 
individual attributes and to view help-seeking as an individualised act. This 
thesis sheds light on the potential limitations of an individualised approach. It 
also sheds light on the complex processes that impact upon the medicalisation 
RI DQ LQGLYLGXDO¶V GLVWUHVV 7KLV FKDSWHU SURYLGHV D VXPPDU\ RI Whe different 
chapters and then summarises how they answer the research questions and 
unify to shed light on the context of help-seeking, and specific nuances that 
might hinder or enable it. I will also provide a brief reflection upon the study.  
 
Summary of individual data chapters 
Chapter 4 
 Chapter 4 shed light on the nature and content of lay understanding in 
UHODWLRQ WR µPHQWDO KHDOWK¶ 7KH FKDSWHU KLJKOLJKWHG WKH LGLRV\QFUDWLF
biographical, philosophical and fluid nature of lay understanding, that reflected 
previous findings and fed into a useful and timely caution that researchers 
should be wary of assuming that lay understanding can be used to predict 
behaviour. When considering the content of lay knowledge, different views 
were found that comprised notions of well-being, mental function (including 
any µGLIIHUHQFH¶ UHODWLQJ WR WKH EUDLQ LOOQHVV DQG YXOQHUDELOLW\ 3DUWLFLSDQWV
defined mental health problems with reference to problematic notions of 
µQRUPDOLW\¶ DQGGLVFXVVHGGLIIHUHQWZD\V LQZKLFKPHDVXUHVRI µQRUPDO¶DQG
µGLVRUGHUHG¶HPRWLRQVDQGRUEHKDYLRXUPLJKWEHFDWHJRULVHGDQGUHVSRQGHGWR
The data echo previous findings in relation to when individuals might perceive 
formal help to be necessary, and these thresholds relate to the ability to carry 
out their daily functions (for example to work, or look after children) and their 
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DELOLW\ WR µFRSH¶ HFKRLQJ WKH ZRUN RI =ROD (1973), Pill and Stott (1982) and 
Blaxter (1990). The salience of physical cues (such as inability to sleep or 
persistent headaches) is expressed as an important indicator to individuals that 
VRPHWKLQJLVµZURQJ¶DQGLQGLYLGXDOVGLVFXVVHGGLIIHUHQWSHUPXWDWLRQVDURXQG
how such an identification might be made.  
The most commonly perceived cause of mental health problems related 
to the social world, that is, aspects of a pHUVRQ¶VOLIHLQFOXGLQJWKHLUXSEULQJLQJ
WUDXPDWLFHYHQWVDQGµQRUPDO¶OLIHSUREOHPVVXFKDVUHODWLRQVKLSEUHDNGRZQRU
financial worries. Participants also expressed the importance of social support, 
LQ WHUPVRI µSUDFWLFDODGYLFH¶DVZHOODVHPRWLRQDO VXSSRUW µSUDFWLFDODGYLFH¶
encompassed advice relating to the perceived causes RI D SHUVRQ¶V GLVWUHVV
such as relationship breakdown or financial worries. Practical advice was not 
RQO\ SHUFHLYHG DV DGGUHVVLQJ WKH FDXVHV RI D SHUVRQ¶V GLVWUHVV EXW ZDV DOVR
something that participants felt they could provide that was within their ability 
to provide. Participants showed a tendency to focus upon the perceived causes 
of distress when seeking solutions, as opposed to necessarily viewing distress 
as pathological, underpinning the process of normalisation when attempting to 
respond to distress. 
 :KHQ FRQVLGHULQJ SDUWLFLSDQWV¶ OD\ XQGHUVWDQGLQJ LQ UHODWLRQ WR
hypothesised help-seeking, there was a discernible relationship between what 
individuals perceived to be the nature of mental health problems and what 
might help them (e.g. beliefs about biological causes accompanied views 
around the benefits of consulting a GP and taking medication). Indeed, views 
were expressed that would entirely discount the use of GPs, for example a 
SDUWLFLSDQW¶V UHOLJLRXV EHOLHIV SURYLGHG D PRUH DSSURSULDWH VROXWLRQ WR DQ\
enduring distress. However, this relationship was viewed with caution, based 
upon the warnings of previous writers such as Blaxter (2010) and Bury (1997), 
and an understanding of the inherently hypothetical nature of any predictions 
made by participants who had not sought help for distress from their GP. This 
chapter did, however, provide useful insight into the lay knowledge that 
comprises the networks in which help-seeking decisions are made, and 
provided useful and original insight into the depth of lay understanding, and 
the reasons why individuals perceived benefit in practical advice. This chapter 
illuminated the context in which help-seeking advice might be given, and how 
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LQGLYLGXDOV PLJKW DWWHPSW WR XQGHUVWDQG DQG GHILQH DQRWKHU SHUVRQ¶V GLVWUHVV
ZLWKRXWODEHOOLQJRUSHUFHLYLQJLWWREHZLWKLQWKHUHPLWRIµPHQWDOKHDOWK¶XQWLO
other explanations (related  to the social world) have failed. 
 
Chapter 5 
Chapter 5 provided insight into the help-seeking process from the 
perspective of recent help-seekers. Their stories provided valuable insight into 
the process of interpretation that may or may not take place relating to a 
SHUVRQ¶V GLVWUHVV SUREOHPV UHODWLng specifically to normalisation reiterate the 
salience of this concept to help-seeking research. The chapter went on to 
LOOXVWUDWH WKH LPSRUWDQFH RI FRQWH[W WR DQ LQGLYLGXDO¶V KHOS-seeking process; 
LQGLYLGXDOV¶ ZLGHU QHWZRUNV SOD\HG D UROH LQ FHUWDLQ H[DPples where 
LQGLYLGXDOVVWUXJJOHGWRSHUFHLYHDQ\WKLQJVSHFLILFDVEHLQJµZURQJ¶)RURWKHU
participants the salience of other cues such as the occurrence of a crisis, an 
adverse event or fears around physical health, played an important role in 
bringing thHP LQWR FDUH VXJJHVWLQJ DQ LQWHUSOD\ EHWZHHQ D SHUVRQ¶V KHOS-
seeking and their wider life that cannot readily be separated for the purposes of 
reducing help-seeking to unitary factors (such unitary factors include a 
SHUVRQ¶V understanding about mental health); help-seeking is an inherently 
contextual process. These findings reiterate (and extend) the salience of 
)UHLGVRQ¶VOD\UHIHUUDOQHWZRUNV(1970) WRLQFOXGHRWKHUDVSHFWVRILQGLYLGXDOV¶
lives. The study therefore elucidated the relationship between lay 
understanding and help-seeking, by shedding light on the additional factors 
that played a pertinent role to the distressed participants in this study. This 
GLIIHUVIURPWKHPRUHµUDWLRQDO¶hypothetical help-seeking that was discussed in 
the previous chapter that is frequently referred to when theorising the 
relationship. Lay understanding remains important in helping to understand the 
context in which help-seeking advice ± DVZHOODVµSUDFWLFDODGYLFH¶± is given, 
and also in shedding light on its limited (yet still present) role in help-seeking 
alongside these other factors.  
The chapter also provided insight into specific nuances around coming 
into contact with some form of help, that reflect how distress is more or less 
OLNHO\WRHQWHULQWRIRUPDOFDUHWKLVGHSHQGHGXSRQDSHUVRQ¶VZLGHUQHWZRUN
and this includes presence in medical care not related to mental health, in 
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which participants may have had regular contact with healthcare professionals. 
Contact with a healthcare professional (related to physical health) renders 
distress potentially likely to be viewed through a medical lens, and this 
represented one original aspect of the study findings. The data also contributes 
to a growing understanding in the field relating to the contextual nature of 
help-seeking that is currently being forwarded by the Network Episode Model 
(NEM) (Pescosolido and Boyer 1999, Pescosolido 2011), and provides data 
from a unique perspective (that is, a qualitative interpretive UK-based study) to 
this approach.   
This chapter provides insight into the difficulties associated with 
LQWHUSUHWDWLRQ RI D µSUREOHP¶ IRU LQGLYLGXDOV ZKRVH GLVWUHVV LV LQWLPDWHO\
associated with extremely distressing life circumstances. It goes on to show 
how the process of interpretation (and of accessing resources) was shaped by 
WKHLQGLYLGXDOV¶ZLGHUOLYHVDQGQHWZRUNVWKXVSRLQWLQJWRZDUGVWKHQHFHVVLW\
to view help-seeking as an act that is not wholly individualised. Presence 
within a medical setting (for physical health problems) increases the likelihood 
of help being sought two-fold, in that distress is both more likely to be present 
(if seeking help for a significant health problem) and also more likely to be 
observed by a medical professional who advises seeking medical help. 
 
Chapter 6 
 Chapter 6 explores the expectations of both groups. This chapter first 
considers whether deliberate or purposive action reflecting medicalisation of 
distress is an appropriate way of understanding help-seeking, and uses help-
VHHNHUV¶H[SHFWDWions of care to do this. According to the data, purposive action 
is not an appropriate framework unless help-seekers have already experienced 
some form of previous care in relation to their mental health, in which case 
they seek further care with this in mind. For experienced help-seekers, their 
YLHZVKDYHEHHQµPHGLFDOLVHG¶DQGWKH\FRQWLQXHWRYLHZWKHLUGLVWUHVVWKURXJK
such a framework. For newer help-seekers, the seeking of help represents more 
a haphazard process that does not hold any specific expectations in relation to 
WKHUHOLHIRIGLVWUHVV'UDZLQJXSRQ WKHSUHYLRXVFKDSWHU¶V ILQGLQJV WKDWKHOS-
seeking is not necessarily an individualised act, the appropriateness of 
SXUSRVLYHDFWLRQDVDQH[SODQDWLRQLVUHGXFHGDVSDUWLFLSDQWV¶DFWLRQVZHUHQRW
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necessarily based upon the action of individuals, but rather the outcome of a 
chance sequence of events including the intervention of others. The findings of 
chapter 6 are therefore congruent with the findings of chapter 5. 
 The second half of the chapter aGGUHVVHV WKH FRQWHQW RI LQGLYLGXDOV¶
expectations, and provides useful insight into an expressed desire for referral to 
groups (whether self-help, support or community groups) that individuals did 
not receive, despite the salience of this type of referral to the process of stepped 
care. This forms the basis of a policy recommendation that the availability of 
information about such resources should be improved for GPs. Lay participants 
perceived there to be a significant time delay between attending a GP 
consultation, and entering into any talking therapy (talking therapies 
encompassed the majority of referrals discussed). Such a time delay was 
perceived as a barrier to effective relief from distress, which was viewed as an 
immediate concern as opposed to something that could wait for a referral. Fear 
was also expressed relating to the possibility of referral to psychological 
therapies ± WKDWVXFKDUHIHUUDOLPSOLHGWKHLQGLYLGXDOZDVµPDG¶WKLVIHDUZDV
not present when discussing referral to counselling. In relation to terminology, 
there is therefore a difference between the two in the level of perceived stigma, 
with counselling being viewed more positively.  
 A discussion of medicalisation permeated the chapter, and the 
SDUWLFLSDQWV¶ GDWD JRHV DJDLQVW FXUUHnt views that patients are driving 
medicalisation and want a medical response; rather, patients appear to seek 
professional advice as to whether medical help is appropriate (the subtext 
being that it may not be appropriate). Based upon research suggesting that GPs 
expect patients to want a medical response, there is a mismatch between what 
individuals seek and what GPs provide, that may culminate in increased 
medicalisation of distress by GPs. Where participants have already received 
help from their GP relating to distress, this is likely to shape future help-
seeking. 
 7KLVFKDSWHUFRQVLGHUV WKHFRQWHQWRI LQGLYLGXDOV¶H[SHFWDWLRQVDURXQG
care, and how they align with (or do not align with) the provision of care 
through a GP. This provides insight into the extent to which expectations of 
care (when present) might reflect their healthcare context, but also where there 
is disparity between the two. 
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Viewing the data chapters as a whole 
This thesis elucidates the process of help-seeking from three different 
perspectives: firstly, it considers lay understanding and help-seeking ± what 
LQGLYLGXDOVSHUFHLYH µPHQWDOKHDOWK¶ DQG µPHQWDOKHDOWKSUREOHPV¶ WRPHDQ
what might cause or ameliorate mental health problems and, importantly, when 
help-seeking might be appropriate in relation to psychological distress. 
Secondly, it sheds light on help-seeking from the perspective of help-seekers, 
and illuminates the extent to which help-seeking was an outcome of their 
context as opposed to an individualised act. This provides additional insight 
into the relationship between lay understanding and help-seeking ± it shows its 
limitations. Chapter 5 provides insight into the other factors that shaped the 
help-seeking process in addition to lay understanding, pointing towards the 
need to view lay understanding as only one aspect of the help-seeking process 
(if at all). Thirdly, it shows how help-seeking (and from the perspective of the 
lay participants, hypothetical help-seeking) might interact with an institutional 
UHVSRQVH ,W FRQVLGHUV SDUWLFLSDQWV¶ H[SHFWDWLRQV RI VHUYLFHV ORFDWLQJ KHOS-
seeking (and any associated expectations) within a specific healthcare context. 
When taken together, the chapters show the interaction between an individual 
and their context when experiencing distress. The findings of the study provide 
insight into specific nuances that feed into help-seeking outcomes, that help to 
provide some explanation as to why patterns within help-seeking statistics do 
QRWDOZD\VUHIOHFWµQHHG¶7KHFKDSWHUVDOVRVKHGOLJKWRQWKHQXDQFHVRIZKHQ
individuals might view distress as something amenable to medical help, and 
when they might not, suggesting that medicalisation of distress is less readily 
doQHWKDQVRPHOLWHUDWXUHVXJJHVWVIRUH[DPSOHWKHGHVLUHIRUDµTXLFNIL[¶WKDW
&KHZ*UDKDP¶V(2000) GPs discuss).  
Recent research by Biddle et al. (2007) highlights the benefit of an 
LQWHUSUHWLYLVW DSSURDFK E\ LOOXPLQDWLQJ WKH µF\FOH RI DYRLGDQFH¶ &2$ WKDW
individuals displayed when interpreting their own distress. The COA sheds 
light on processes within the individual that continually push the threshold of 
what LVFRQVLGHUHGµQRUPDO¶GLVWUHVVHYHUIDUWKHURXWXQWLODFULVLVRFFXUVWKLV
DYRLGDQFHRIDFNQRZOHGJLQJµUHDO¶GLVWUHVVOHDGVWRGHOD\LQKHOS-seeking until 
it is unavoidable. Biddle at al. contrast this interpretivist approach against a 
background of reductionist and deterministic accounts that fall short in 
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understanding why help seeking happens when it does (and why some 
individuals do not seek help despite the presence of disturbing inner 
experiences). They also contrast their approach with the work of Pescosolido, 
who over the last twenty years has provided insight into the role of networks in 
helping individuals to interpret their symptoms (as well as other factors 
affecting help-seeking and treatment compliance). These contrasting 
approaches provide LQVLJKWLQWRGLIIHULQJDVSHFWVRILQGLYLGXDO¶VOLYHVDQGKRZ
their illness careers might be shaped. The findings of this study fall somewhere 
between these two perspectives, that is to say, it engaged an interpretivist 
DSSURDFKWRVWXG\LQGLYLGXDOV¶LQWHrnal processes (as with Biddle et al. (2007)), 
yet culminated in understanding help-VHHNLQJDVDIIHFWHGE\DSHUVRQ¶VFRQWH[W
and not just their interpretation of distress (or other internal processes). The 
VWXG\ VKRZV KRZ LQGLYLGXDOV¶ KHOS-seeking trajectories are affected by life 
events and the interpretation of those around them, as well as a failure of their 
own resources to contain their distress within tolerable levels (or to provide 
access to alternative forms of help). This then shows the complex process of 
interpretation that takes place within some individuals, but places this as only 
one factor that affects an overall help-seeking event. The relevance of this 
VWXG\¶V RXWFRPHV DUH PRVW SHUWLQHQW LQ XQGHUVWDQGLQJ KRZ WKH SURFHVV RI
LQWHUSUHWDWLRQ LV DIIHFWHG E\ GLIIHUHQW IDFWRUV SHUWDLQLQJ WR DQ LQGLYLGXDO¶V
context, and in illXPLQDWLQJWKHLPSRUWDQWUROHWKDWRWKHUPHPEHUVRIDSHUVRQ¶V
network might play in helping someone come to care (or not). This study 
provides insight into the diversity of help-seeking scenarios that culminate in 
help being given in primary care, and point towards the complex array of 
IDFWRUVWKDWIHHGLQWRDSHUVRQ¶VLOOQHVVEHKDYLRXUUHGXFWLRQLVWPRGHOVWKDWVHHN
to account for help-seeking (and non-help-seeking) based on demographic 
factors are likely to mask complex processes that underlie help-seeking figures. 
This thesis charts the findings of a project that explores how, when and 
why individuals might view psychological distress as something that might be 
amenable to medical help. What started out as an exploration into help-seeking, 
and whether help-seeking might be framed by beliefs around medical help in 
relation to distress, ended in greater understanding into how individuals might 
negotiate the potentially difficult area between experiencing distress, and 
seeking help for it. Whilst deeper understanding around lay knowledge helps to 
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SURYLGH LQVLJKW LQWR µWKUHVKROGV¶ RI GLVWUHVV DQG WULJJHUV IRU VHHNLQJ KHOS
UHDIILUPLQJ WKH FRQWLQXHG UHOHYDQFH RI =ROD¶V (1973) early work), research 
into lay understanding can only shed light on hypothetical help-seeking; when 
compared with the reality of distressed help-seekers, lay knowledge informs 
only one aspect of help-VHHNLQJ DQG D SHUVRQ¶V ZLGHU FRQWH[W LQFOXGLQJ WKH
experience of distress, and their social networks) helps to elucidate how and 
why some people come into care when they do. This brought into play a 
broader range of contextual factors that affect help-seeking, as opposed to an 
LQGLYLGXDO¶V LQWHUSUHWDWLRQ DQG H[SHFWDWLRQV DORQH , EHJDQ WKH VWXG\ ZLWK DQ
interest in how the contemporary context of mental health care provision might 
frame a perVRQ¶VH[SHFWDWLRQVGUDZLQJXSRQOLWHUDWXUHWKDWSRVLWVSUHVHQW-day 
members of the public as proto-professionalised (De Swaan 1990) and open to 
having their emotions viewed within a medical paradigm. However, the data 
pointed towards this as being less than clear-cut, and suggests that whilst 
language drawn from the professional field of mental health care might be used 
by members of the public, this does not indicate wholehearted agreement with 
treatment methods, nor with help from the medical field itself; medicalisation 
of distress is only partial. Where possible, individuals appear likely to attempt 
to resolve their problems without medical help, seeking help only when 
attempts to cope have proved unsuccessful. However, medicalisation of 
distress is increasingly likely if a person has contact with a medical 
SURIHVVLRQDOVXJJHVWLQJWKDW$UPVWURQJ¶V(1994) argument ± that a person who 
is assessed by a clinician will be assessed within the framework of a specific 
paradigm (with corresponding treatment response) ± may be applicable to 
distress that is observed by medical practitioners in a medical setting, during a 
consultation that is unrelated to mental health care provision. In these examples, 
distress is understood and responded to within a medical paradigm, and it is by 
being in contDFW ZLWK D PHGLFDO SURIHVVLRQDO WKDW WKH QRWLRQ RI µFDQGLGDF\¶
(Dixon-Woods et al. 2005) in terms of mental health care is negotiated. 
Complex patterns in help-seeking that exist may be affected by this specific 
URXWH WR FDUH WKDW KDV SUHYLRXVO\ EHHQ UHODWHG WR ZRPHQ¶V LQFUHDVHG KHOS-
seeking through attendance at consultations related to fertility (Hunt et al. 
2009).  
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The overarching research questions for the study were:  
According to the accounts of individuals, when and why do some people seek 
help from their GP when experiencing distress? And what role does lay 
understanding play in this? 
 Chapter 5 addresses some of the nuances into why help-seeking takes 
place when it does; it provides insight into the contextual nature of help-
VHHNLQJ DQG UHLWHUDWHV WKH FRQWLQXLQJ LPSRUWDQFH RI =ROD¶V (1973) triggers, 
ZKLFKSODFHDQLQGLYLGXDO¶VZLGHUVRFLDOOLIHDVVDOLHQWWRDQ\KHOS-seeking. The 
chapter also sheds light on the processes by which individuals who are 
attending medical care (related to their physical health) are particularly likely 
to seek help (or be advised to seek help) for emotional distress, and this is one 
RI WKH VWXG\¶V RULJLQDO ILQGLQJV ,Q DGGLWLRQ LW SURYLGHV Lnsight into the 
difficulties that individuals who are experiencing particularly distressing 
FLUFXPVWDQFHV PLJKW IDFH LQ YLHZLQJ WKHLU GLVWUHVV DV µD SUREOHP¶
normalisation is particularly likely at such a time. Therefore, the study sheds 
light on some of factors that hinder or help the interpretation of emotional 
distress as a mental health problem.  
Chapters 4 and 5 shed light on the nature of lay understanding, and 
upon its limited role in the process of help-seeking; help-seeking is the 
outcome of a range of different factors, of which lay understanding is but one. 
Therefore, the relationship, which is the subject of much research, is most 
discernible when discussing hypothetical help-seeking, a factor that limits the 
applicability of such research to an actual help-seeking situation. 
 &KDSWHUSURYLGHVLQVLJKWLQWRLQGLYLGXDOV¶H[SHFWDWLRQVRI*3FDUHLQ
particular, and points towards a potential disparity between what individuals 
expect a GP to be able to provide, and the reality of service delivery. 
Individuals may not actually wish for a medical response, but rather would like 
FRQILUPDWLRQRIZKHWKHUWKHLUSUREOHPVDUHLQGHHGµPHGLFDO¶DQGWKHSRWHQWLDO
IRU VLJQSRVWLQJ WR UHVRXUFHV WKDWHQFRPSDVVDPRUH µVRFLDO¶ DSSURDFK WRKHOS
(that is, self-help groups, group therapy or community groups). This therefore 
points towards a potential misunderstanding on the part of GPs who may 
expect patients to be asking for a medical response (Chew-Graham et al. 2000). 
In addition, whilst there is the potential for such a referral through stepped care, 
the realities of service provision may not be geared up towards such referrals. 
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Thus, whilst patients may indeed seek help (or, more appropriately, advice) 
from a GP, this does not necessarily mean that they are seeking a medical 
solution.  
 
Original contribution to knowledge  
The study provides an original contribution to knowledge in a number of 
nuanced ways, which contribute to increased understanding in this field:  
x In relation to the content of lay understanding, the study provides a 
depth of insight amongst UK participants that has not been provided 
elsewhere. It shows preferences for care, and the processes through 
which individuals pass in relation to the interpretation of distress, that 
focus upon the perceived causes of distress until these options have 
been exhausted.  
x The study points towards the processes by which individuals receiving 
care for significant and enduring health problems are, at once, 
simultaneously distressed by their circumstances and also have their 
distress witnessed by a medical professional who categorises it as 
DPHQDEOHWRPHGLFDOKHOS,WVKHGVOLJKWRQWKHUROHRIWKHµPHGLFDOJD]H¶
in categorising distress as amenable to medical help. 
x The study points towards an expectation on the part of some individuals 
that GPs are able to provide referral to a broader range of services than 
may be feasible within a GP consultation. It points towards the potential 
desire for referral to groups within the community, widening the 
salience of Bristow HW DO¶s (2011) recommendations that were based 
upon a narrower demographic  
x It highlights the limitations of the relationship between lay 
understanding and help-seeking, by illuminating other factors that 
significantly affect the seeking of care. The findings indicate that help-
seeking should not be viewed as a wholly individualised act, and the 
VWXG\SURYLGHVVXSSRUWIRU3HVFRVROLGR¶V(2011) call towards taking into 
account the networks around an individual, support that is derived from 
a UK-based interpretivist study.  
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The theoretical contribution of this study is that it provides insight into 
the role of lay understanding in the process of help-seeking; it helps to 
understand the limitations of lay understanding in determining help-seeking, 
and that help-seeking is not necessarily an individualised process (thus, lay 
understanding, or any model that assumes purposive action on the part of an 
individual, may be inaccurate). I also illuminate lay understanding and how an 
LQGLYLGXDO¶VFRQWH[W is framing help-seeking; thus, I provide some refinement 
of how the relationship between the two is enacted. In addition, emergent 
themes have helped to shed light on contextual factors that significantly shape 
DSHUVRQ¶VOLNHOLKRRGRIUHFHLSWRIFDUHDQGSRLQWVWRZDUGVWKHQHHGIRUDVKLIW
LQIRFXVIURPWKHXQLWRILQGLYLGXDOWRRQHRIDµSHUVRQLQFRQWH[W¶ 
 
Reflection upon the study 
This study began as a CASE studentship that was tasked with 
investigating help-seeking through lay understanding. Underlying such an 
approach was an expectation that lay understanding fed into help-seeking, 
reflecting much research that discusses such a relationship from the point of 
YLHZ RI DQ LQGLYLGXDO¶V LQWHUQDO SURFHVV i.e. that their understanding guides 
behaviour, and that the lay referral context shapes help-seeking decisions and 
advice. The study was designed to illuminate lay understanding and to consider 
how this might have shaped the stories of help-seekers; this was based upon the 
assumption that contextually-specific beliefs around the nature of distress (and 
associated help that is available through a GP) might drive individuals to seek 
resoluWLRQIURPD*3:KDWZDVIRXQGWREHWKHFDVHGLIIHUHGIURPWKHVWXG\¶V
underlying expectations; lay understanding plays a limited role in help-seeking, 
and the stories of help-seekers provided insight into factors that were related to 
WKH LQGLYLGXDO¶V ZLGer social world as also playing a role. This chimes with 
much research that discusses the contextual nature of help-seeking (from Zola 
(1973) onwards) and thus points towards an understanding of help-seeking that 
is less individualised than it is frequently assumed to be ± certainly when 
compared to the body of research that seeks to uncover the relationship 
between lay understanding and help-seeking. By attempting to consider the 
relationship between lay understanding and help-seeking ± two related yet 
distinct bodies of literature ± the study design culminated in findings that 
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pertain to each of these as separate phenomena, as well as to their relationship. 
This therefore leads to range of findings that is relatively broad, that is to say, 
findings that range from the content of lay understanding, to the refinement of 
theoretical approaches towards help-seeking; this is somewhat inevitable when 
undertaking a study that seeks to investigate the relationship between concepts 
whose relationship may turn out to be more limited than expected. Nonetheless, 
useful insight is gained into both areas that can be translated into useful service 
recommendations as well as furthering the understanding of their relationship.  
During the design stage of the study, there was an expectation that the 
UHVHDUFK PLJKW OHDG WR LQVLJKW WKDW UHIOHFWHG LQGLYLGXDOV¶ LQQHU H[SHULHQFHV
similar to the work of Biddle et al. (2007). The study therefore focused upon 
LQGLYLGXDOV¶ VWRULHV DQG LQ WKH OD\JURXSXSRQ WKHLUYLHZVDQGH[SHULHQFHV
However, whilst the data shoZHGWKDWLQGLYLGXDOV¶LQWHUSUHWDWLRQZDVFHQWUDOWR
help-seeking, other factors also played a role and the process of interpretation 
ZDV VLJQLILFDQWO\ VKDSHG E\ D SHUVRQ¶V FRQWH[W DQG RWKHU HYHQWV WKDW ZHUH
happening in their lives (that might be causing, or coinciding with their 
GLVWUHVV 7KH RXWFRPH ZDV WKDW WKH XVH RI LQGLYLGXDO¶V VWRULHV OHG WR LQVLJKW
into how for some participants the process of interpretation, and the associated 
help-VHHNLQJSURFHVVUHIOHFWVWKHLQGLYLGXDO¶VLQQHUH[SHULHQFHin tandem with 
their wider context. This falls somewhere between the interpretivist work of 
Biddle et al. and the context-illuminating work of Pescosolido and Boyer 
(1999). However, because the study was designed to focus upon individual 
stories, as opposed to an analysis of their networks or social capital, the 
SUHVHQFH RI µFRQWH[W¶ ZLWKLQ WKH VWXG\ GDWD LV GHULYHG IURP WKH SDUWLFLSDQWV¶
stories alone. It does not reflect the context-illuminating detail that is available 
through other methods that are specifically geared towards examining context, 
for example Pescosolido (2011) advocates a mixed methods approach. This 
could be one potential avenue for further research.  
7KH VWXG\¶V LQLWLDO IRFXV XSRQ WKH SURFHVVHV LQWHUQDO WR DQ LQGLYLGXDO
that arose from an understanding of the literature that pointed towards the 
importance of the meanings (to individuals) attached to illness, shaped its 
design, however the findings point towards the need for an understanding of 
help-seeking as contextual. For this reason, the literature review was expanded 
to highlight this more contextual approach, reflecting the iterative nature of the 
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study, and in acknowledgement of the fact that the findings have shaped the 
VWXG\¶VERXQGDULHV 
 
Reflection upon the role of the researcher (continued from chapter 2) 
Having discussed my own status as a help-seeker in chapter 2, it is 
XVHIXO WR QRZ UHIOHFW XSRQ VLPLODULWLHV DQG GLIIHUHQFHV EHWZHHQ WKH VWXG\¶V
findings, and my own personal experience. It is important to consider the 
extent to which my own experience may have shaped the analysis and findings, 
and to make the relevance of my own experience explicit. At the end of the 
first year of this study, during which the study design was addressed, I came 
across the work of Hunt et al. (2009), which made me recall my own 
experience as beginning with that one crucial ingredient, that of attending a 
routine appointment relating to contraception. At the time, whilst I found this 
interesting as a reflection upon my own case, I did not consider it likely to be 
relevant to the study as, perhaps naively, I assumed that help-seekers within the 
study would mostly be people deliberately attending a consultation relating to 
distress; in addition, my study was not aimed solely at females. Upon carrying 
RXWWKHILHOGZRUN,FDPHWRXQGHUVWDQGWKDWVRPHSDUWLFLSDQWV¶seeking of help 
was contingent on their presence in medical care; not only was their seeking 
help contingent on this, but also their distress was directly related to their 
physical health problems, their reason for being within the medical setting. My 
own experience is useful confirmation of Hunt HWDO¶s (2009) findings, and has 
VRPHVLPLODULW\WRWKLVVWXG\¶VILQGLQJLQUHODWLRQWRWKHLPSRUWDQFHRISUHVHQFH
within a medical setting; however, whilst my own experience (and the work of 
Hunt et al.) and this study have similarities, there are pertinent differences. 
7KLVVWXG\¶VILQGLQJUHODWHVWRWKHH[SHULHQFHRISHRSOHZKRZHUHH[SHULHQFLQJ
incredibly distressing health-related problems; I am referring to the stories of 
Dylan, Anna and David (who was discussed in the methodology chapter). 
Their experiences differed to mine in that their health-related problems either 
caused their distress, or exacerbated it, and they were at once also within a 
medical setting. This differs to my own experience, in that mine was a chance 
attendance for an unrelated (and non-distressing) issue, whilst experiencing 
distress, as per the work described by Hunt et al. Whilst my experience is still 
related WR WKLV VWXG\¶V ILQGLQJ LW LV QRW D SDUDOOHO H[DPSOH DQG WKHUH DUH
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pertinent differences. This provides some reassurance that the study findings 
represent the experience of the participants, and not my own, however it is 
important to point out my own experience so that this is explicit.  
 
Directions for further research 
 There are a number of potential areas for further research, and I briefly 
mentioned above the potential for a mixed methods approach that sheds greater 
OLJKWRQDQ LQGLYLGXDO¶VQHWZRUNVZLWK WKRVHQHWZRUNVDVD focus of analysis 
(for example through social network analysis or a focus on social capital). 
Deeper understanding of the role of specific networks ± in the context of the 
present day ± could shed useful light on pathways towards care that were first 
illuminated, for example, by Horwitz (1977).  
Alternatively, one of the most interesting findings of this study is the 
process by which individuals who are receiving care for significant physical 
health problems, are at once distressed and under a medical gaze. This would 
be a useful direction for further research ± to explore the different processes by 
which such referrals are made, and the extent to which such referrals might 
feed into skewed statistics. To what extent is the medical gaze extending into 
LQGLYLGXDOV¶ OLYHV"7KLV H[WHQGV DQ DUJXPHQWGUDZQ IURP +XQW et al. (2009), 
WKDWZRPHQ¶V LQFUHDVHGSUHVHQFH LQDPHGLFDOVHWWLQJUHODWHG WRFRQWUDFHSWLRQ
and child-rearing might partially account for their increased help-seeking. It 
would be a fruitful area for further research to consider the nuances by which 
presence within a medical setting (for matters relating to physical health) 
shapes the medicalisation of distress. This could also provide useful insight 
into the referral process, and suggest potential pathways towards specialised 
support (including non-medical, for example support groups) that may prove 
popular. 
Having mentioned support groups above, another fruitful avenue for 
research would be to examine what referral preferences individuals might have 
when in receipt of advice or referral from a GP; this extends beyond those 
highlighted above whose receipt of care is contingent on already being within a 
medical setting. The importance of community support groups, self-help and/or 
group therapies has been highlighted in this study, and it would be useful to 
understand more about which types of referral are perceived as welcome, and 
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why. Whilst this study highlighted certain perceptions about the nature of 
psychological distress and the type of help individuals might want to receive, it 
would be useful to focus upon the types of support highlighted as the particular 
object of inquiry. Enhancing the referral process that takes place within a GP 
FRQVXOWDWLRQKROGVJUHDW SRWHQWLDO IRU LQFUHDVLQJ LQGLYLGXDOV¶ VDWLVIDFWLRQZLWK
the outcome of their consultation; in addition, it holds the potential to increase 
engagement with treatment and/or support (in the case of non-medical help) 
and potentially to reduce the number of DNAs at psychological therapies (by 
signposting to an alternative, preferred option where applicable). There is great 
value in understanding more about the types of help to which distressed 
individuals might wish to be referred.  
 
Summary 
The findings depicted in this thesis are the outcome of a research 
journey whose pathway evolved throughout the process. In the above 
SDUDJUDSKV,KDYHRXWOLQHGDVSHFWVRIWKHVWXG\¶VDLPDQGGHVLJQWKDWUHIOHFWHG
assumptions that were not borne out by the data; the findings were unexpected 
and provide useful insight of relevance to practitioners and academics alike. It 
is useful, therefore, to highlight the main findings of the study here, to reiterate 
their relevance to the wider field and point towards fruitful research in the 
future, alongside that which has already been outlined. The main findings of 
this thesis, of which academics and practitioners should take note, are as 
follows:  
- That help-seeking, or attendance at a consultation in primary care 
does not necessarily reflect a desire for medical treatment (although 
it might) 
- Individuals may be receptive to, and indeed desirable of, referral to 
support that does not treat their distress as a medical issue; 
individuals may wish to meet others in the same situation so that 
they can receive practical coping advice, as well as reassurance that 
they are not alone in having the problems they have.  
- Lay understanding plays a limited role in the process of help-
seeking; whilst assumptions around the nature and suitability of 
medical help may play a part in some help-seeking, much help-
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seeking represents the failure of other resources to alleviate a 
SHUVRQ¶VGLVWUHVV 
- Help-seeking is not necessarily deliberate, and some individuals 
who come to receive care do so as a result of their distress taking 
place within view of a medical gaze. For this reason, people who 
are in receipt of medical care relating to their physical health, who 
may have reason to be distressed, are particularly prone to having 
their distress medicalised.  
- Help-VHHNLQJLVQRWQHFHVVDULO\DQLQGLYLGXDOLVHGDFWDQGDSHUVRQ¶V
wider context plays an important role in the likelihood ± and timing 
± of them coming into care. 
 
These brief points are useful to note when considering the provision of care; 
they point towards less of a deliberate desire for medical help than is frequently 
believed. GPs in particular should bear in the mind the potential range of 
responses to which an individual might be receptive. As discussed earlier on in 
this thesis, once a specific pathway has proved useful for alleviating distress, it 
is likely to be used again in the future; there is therefore potential benefit in 
helping individuals ± who may wish for advice, support and understanding ± to 
receive signposting towards groups and/or community resources that can 
provide such help, alongside the resources that GPs already use. The directions 
for further research outlined above hold the potential for further enhancing the 
UHIHUUDOSURFHVVDVZHOODVXQGHUVWDQGLQJPRUHDERXWKRZLQGLYLGXDOV¶FRQWH[WV
shape the receipt of care.  
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Appendix 1 
 
        
 
Study leaflet 
Study title: Help-seeking behaviour of people experiencing psychological 
distress 
 
We would like to invite you to take part in a research study. Before you decide 
we would like you to understand why the research is being done and what it 
would involve for you. Here are some details about the study. If you are 
inteUHVWHGLQILQGLQJRXWPRUHWKHQSOHDVHUHWXUQWKHµH[SUHVVLRQRILQWHUHVW
IRUP¶ LQ WKH SUHSDLG HQYHORSH SURYLGHG RU WHOHSKRQH WKH UHVHDUFK WHDP RQ
0115 9515227 (ask for Sue Brown) or e-mail lqxsb5@nottingham.ac.uk, and 
we will give you more information about the project. 
 
Here are some things you should know about the study: 
What is the purpose of this study? 
This project will examine beliefs about mental health and mental illness, and 
whether these beliefs affect how people who are distressed (that is, 
experiencing psychological distress) seek help. The aim is to discover more 
about why certain paths are chosen (such as visiting a General Practitioner or 
µ*3¶E\VRPHDQGQRWRWKHUV$ORWLVNQRZQDERXWGLIIHUHQWSDWWHUQVRIKHOS-
seeking, such as differences between men and women, but not much is known 
about why these differences exist, and that is what this project will begin to 
examine. The starting point is to examine what the general public thinks about 
mental health and mental illness, and this is where you come in. 
 
Why me?  
Your address has been selected at random, alongside other addresses that fall 
within the boundaries of NHS Nottingham City. We are looking for people 
who fit the following criteria: 
- they live within the boundaries of NHS Nottingham City (such as your address) 
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- they have never been to their GP in relation to psychological or emotional 
distress 
- they are not a mental health professional or health care professional.  
- They are 18 years of age or over 
 
If you meet all of the above criteria, and are interested in taking part, then we 
would love to hear from you. You should read the rest of this leaflet before you 
decide.  
 
(If you do not meet the above criteria but are interested in taking part then 
please read the paragraph at the end of this document marked with a *).  
 
Do I have to take part? 
No, you are not obliged to take part, participation is done on a purely voluntary 
basis and it is up to you to decide to join the study. If you agree to take part, we 
will then ask you to sign a consent form. You are free to withdraw at any 
time, without giving a reason. This would not affect the standard of any 
NHS care you receive.  
 
What will happen to me if I take part?  
:H¶OO DUUDQJH D FRQYHQLHQW GDWH DQG WLPH IRU DQ LQWHUYLHZ ZKLFK ZLOO WDNH
place in a public venue, such as a local community centre. A suitable venue 
will be discussed and selected depending upon where you live and when you 
are available. The interview will be audio-recorded (sound only, no pictures) so 
that we can transcribe (type up) what was said in the interview. The interview 
will explore your views and thoughts on the following: how you view mental 
health and mental illness; what you perceive to be the causes of emotional / 
psychological distress; what knowledge you have of mental health policy and 
services; what sources of help might exist. The interview is likely to last 
between 30 and 90 minutes.  
 
Are there any payments or payment of expenses? 
<HV<RXZLOO UHFHLYHDQµLQFRQYHQLHQFHDOORZDQFH¶RIIRU WDNLQJSDUW LQ
the research.  This will be given to you at the interview. There will be no 
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payment of expenses on top of this and we will attempt to interview you at a 
local venue in order to minimise any cost to you of getting there.    
 
If you are interested in taking part then please either post back the 
µH[SUHVVLRQ RI LQWHUHVW IRUP¶ LQ WKH IUHHSRVW HQYHORSH SURYLGHG FDOO 6XH
Brown on [mobile telephone number removed for appendix] or e-mail the 
research team at lqxsb5@nottingham.ac.uk. We will send you further 
information and arrange to have a chat about the project, to answer any 
questions you may have. By expressing interest, you are not obliged to take 
part, this will simply let us know that you are interested and that you would 
like more information.  
 
Thank you for your time.  
 
*If you do not meet the above criteria but are interested in taking part then you 
may still be eligible to be part of the study. If you have recently been to see 
your GP in relation to psychological or emotional distress for the first time, or 
indeed if you are a GP or other health care professional, then you may be able 
to take part in the study but in a different group. Please call Sue Brown on 
0115 9515227 to discuss this and receive additional information.  
 
Unfortunately we are unable to interview people who are under 18 or who do 
not live within the boundaries of NHS Nottingham City.  
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Expression of interest form 
Study title: Help-seeking behaviour of people experiencing psychological 
distress 
 
If you have read the leaflet about our study, and would like to receive more 
information (so that you can decide about taking part) then please complete and 
return this form, in the freepost envelope provided.  
 
1DPH«««««««««««««««««««« 
$GGUHVV««««««««««««««««««« 
««««««««««««««««««««««« 
««««««««««««««««««««««« 
3RVWFRGH««««««««««««««««««« 
 
/DQGOLQHWHOHSKRQHQXPEHU««««««««««««« 
and/or 
0RELOHWHOHSKRQHQXPEHU«««««««««««««« 
 
*Please indicate which number you would prefer to be called on, by placing a 
star (*) after it.  
 
If there is a best time of day to call you, please indicate when: 
«««««««««««««««««««««« 
 
If there is a best day of the week to call you, please indicate when: 
««««««««««««««««««««« 
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I would like to receive more information about the study, along with a follow-
up call that gives me a chance to ask questions about it. I confirm I meet the 
following study criteria: 
 
- I am over 18 (or 18 years old exactly) 
- I am not a mental health professional, or a health care professional 
- I live within the boundaries of NHS Nottingham City (at the above address) 
- I have never been to my GP in relation to psychological or emotional distress  
 
 
6LJQHG««««««««««««««««« 
'DWHRSWLRQDO«««««««««««««« 
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Participant Information Sheet 
Study title: Help-seeking behaviour of people experiencing psychological 
distress 
Researchers: Ian Shaw & Susan Brown 
 
We would like to invite you to take part in a research study. Before you decide 
we would like you to understand why the research is being done and what it 
would involve for you. One of our research team will be happy to go 
through this information sheet with you and answer any questions you 
have. This would take about 10 minutes.  We are happy to do this over the 
phone or face to face, and will call you in a few days to discuss your preference. 
Feel free to talk to others about the study if you wish. You will find our contact 
details at the end of this sheet, should you wish to contact us. This sheet tells 
you the purpose of this study and what will happen to you if you take part, and 
gives you more detailed information about the conduct of the study. If there is 
anything that is not clear then please do mention it, and we will discuss it with 
you further.  
 
What is the purpose of this study? 
This project will examine beliefs about mental health and mental illness, and 
whether these beliefs affect how people who are experiencing psychological 
distress seek help. The aim is to discover more about why certain paths are 
chosen (such as visiting a *HQHUDO3UDFWLWLRQHURUµ*3¶E\VRPHDQGQRWRWKHUV
A lot is known about different patterns of help-seeking, such as differences 
between men and women, but not much is known about why these differences 
exist, and that is what this project will begin to examine.  
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This project is being done as the basis of an educational degree that is at 
'RFWRUDOOHYHOWKDWLVLWLVSDUWRID3KLORVRSK\'RFWRUDWHRUµ3K'¶  
Why me?  
The starting point of this project is to examine what the general public thinks 
about mental health and mental illness, and this is where you come in. You 
have been invited to take part because you meet the following criteria: 
 
- you live within the boundaries of NHS Nottingham City (your household was 
chosen at random) 
- you have confirmed that you have not been to your GP in relation to 
psychological or emotional distress 
- you have confirmed that you are not a mental health or health care 
professional.  
 
We are talking to various people who meet the above criteria, and who are 
selected at random.  
 
Do I have to take part? 
No, you are not obliged to take part, participation is done on a purely voluntary 
basis and it is up to you to decide to join the study. If you agree to take part, we 
will then ask you to sign a consent form. You are free to withdraw at any 
time, without giving a reason. This would not affect the standard of care 
you receive from the NHS.  
 
What will happen to me if I take part?  
Interview 
:H¶OODUUDQJHDFRQYHQLHQWGDWHDQGWLPHIRULQWHUYLHZZKLFKZLOOWDNHSODFH
in your home unless you would prefer to be interviewed elsewhere (if this is 
the case we will select a public place, such as a local community centre). The 
interview will be audio-recorded (sound only, no pictures) so that we can 
transcribe (type up) what was said in the interview. The interview will explore: 
what knowledge you have of mental health policy and services; how you view 
mental health and mental illness; what you perceive to be the causes of 
emotional / psychological distress, and what treatments are available; what 
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non-medical resources exist. The interview is likely to last between 30 and 90 
minutes. This is the main part of the research, and if you wish, this can be the 
end point of your involvement in the research.  
 
7KH µGDWD¶ WKDW LVZKDWZDV Vaid in the interview) will then be anonymised, 
and will be added to other interview data, to be analysed by a member of the 
research team. Data collected may be used for future research in the same area, 
though this will not require any additional involvement on your part. 
 
Summary of the findings 
If you wish, you can receive a short written summary of the overall research 
findings at the end of the study.  If you would like to receive this, please 
indicate so on the consent form. This is likely to be sent to you around 
September 2011.    
 
Some participants may wish to provide take part in an extra stage in the study.  
This will now be discussed. This extra stage is voluntary and you do not need 
to take part, even if you have been interviewed. 
 
µ3DUWLFLSDQWYDOLGDWLRQ¶extra stage) 
Once the interviews have all been analysed, we will contact some participants 
to discuss the analysis based upon their interview (and how it fits in with the 
RYHUDOOSURMHFW7KLVLVFDOOHGµSDUWLFLSDQWYDOLGDWLRQ¶DQGLWJLYHVyou a chance 
to say whether or not you think we have understood and interpreted what you 
said, correctly. It also gives you a chance to comment on what you think of the 
findings. By including this stage we are able to build in useful feedback into 
the write-up. This is likely to happen up to 6 months after the interview. 
 
Are there any payments or payment of expenses? 
<HV<RXZLOO UHFHLYHDQµLQFRQYHQLHQFHDOORZDQFH¶RIIRU WDNLQJSDUW LQ
the research.  This will be given to you at the beginning of the interview. There 
will be no payment of expenses as the interview is likely to take place in your 
home. If it takes place outside of your home then expenses will be discussed 
whilst making interview arrangements.    
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What are possible risks and disadvantages of taking part?  
There are no likely disadvantages of taking part. Talking about mental health 
and illness involves conveying your thoughts and opinions openly and may, in 
some cases, be uncomfortable for some people and so you should think about 
this as one possible risk. You are not expected to talk about anything that you 
DUHQRWFRPIRUWDEOHWDONLQJDERXWDQGLI\RXIHHOWKDW\RXGRQ¶WZDQWWRFDUU\
on with the interview at any point, then we can stop it immediately (with no 
negative consequences). This is discussed in more depth in the section entitled 
µKDUP¶ 
 
What are the possible benefits of taking part?  
There are no therapeutic benefits to taking part, although some people enjoy 
the experience of being interviewed and having someone listen to them. The 
research may be used to make recommendations for service provision, 
although it is likely that any changes are experienced in the short term and any 
changes that do occur might not affect you personally.   
 
Will my taking part in the study be kept confidential? 
Yes. We will follow ethical and legal practice and all information about you 
will be handled in confidence.  
 
Anything you say during the interview will be confidential and your personal 
details will not be stored alongside what you say in the interview. As soon as 
the interview has taken place, the transcript of your interview will be given a 
pseudonym, and from then on, analysis will take place anonymously. Some 
quotes may be used in the write-up and in future publishing, however any 
identifying details (such as names, places and other identifiable data) will be 
DQRQ\PLVHGVRWKDWLW¶VQRWSRVVLEOHWRLGHQWLI\\RXEDVHGRQZKDWLVTXRWHG 
 
The only occasion on which anonymity is not assured, is if you reveal 
something during the interview that indicates someone (you, or someone else 
including any child) is in significant danger of harm, or in the event of 
GLVFORVXUHRIDµVHULRXV¶FULPH,QWKLVLQVWDQFHWKHUHVHDUFKWHDPZLOOFRQVLGHU
whether disclosure of this information is necessary in order to prevent such 
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harm from taking place, or whether such information is in the public interest. 
Any disclosure would take place after careful consideration by the research 
team, on a case-by-case basis, taking into account the degree of severity of 
thUHDWWRVDIHW\DQGRUWKHµVHULRXVQHVV¶RIWKHFULPH7KLVFRXOGPHDQSDVVLQJ
on your disclosure to the relevant authorities. Any decision to disclose such 
information will be communicated to you.    
  
:KDWZLOOKDSSHQLI,GRQ¶WZDQWWRFDUU\RQZLWKWKHVWXG\" 
If you wish to withdraw from the study, then you can do so immediately and no 
new data will be collected. Data collected up to that point will be retained in 
the study and anonymised (so that no one will be able to identify you from it).   
 
What if there is a problem or I want to make a complaint?  
If you have a concern about any aspect of this study, you should ask to speak to 
the researchers who will do their best to answer your questions on 0115 
9515227. If you wish to make a complaint then you should contact the Chief 
Investigator, Professor Ian Shaw on 0115 9515409 or via e-mail at 
ian.shaw@nottingham.ac.uk. Alternatively, you may contact Dr Anthony 
Fitzpatrick, Research Ethics Officer, on 0115 951 5230 or via e-mail at 
tony.fitzpatrick@nottingham.ac.uk.  
 
Harm  
It is extremely unlikely that any harm will come to you just as a result of taking 
part in this interview. You will not be expected to disclose information you are 
unwilling to disclose. In the unlikely event that the interview does cause you 
distress, you are welcome to end the interview at any time, at which point you 
will be given the opportunity to discuss your distress and whether you wish 
someone to be contacted on your behalf (such as your GP or a close friend or 
family member).   
 
What will happen to the results of the research study? 
The results will be fed back to NHS Nottingham City in written format and 
also to healthcare professionals within NHS Nottingham City, at a workshop. 
The results will also be written up in the PhD thesis, compiled into articles for 
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journals and other publications, and also presented at conferences. Anonymity 
will be ensured at all times.      
 
Who is organising and funding the research?  
The research is being organised and based at the University of Nottingham.  It 
is jointly funded by the Economic and Social Research Council (ESRC) and 
the National Health Service (NHS). 
 
Who has reviewed the study?  
All research in the NHS is looked at by independent group of people, called a 
Research Ethics Committee, to protect your interests. This study has been 
reviewed and given favourable opinion by Derbyshire Research Ethics 
Committee.  
 
Thank you for taking the trouble to read through this information sheet. If 
you now agree to take part in the research and sign the consent form you 
will be given a copy of the consent form and this information sheet to keep 
for reference. If you would like to contact a member of the research team, then 
please feel free to call Sue Brown on 0115 9515227 or via e-mail at 
lqxsb5@nottingham.ac.uk.  
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Study leaflet 
Study title: Help-seeking behaviour of people experiencing psychological 
distress 
 
We would like to invite you to take part in a research study. Before you decide 
we would like you to understand why the research is being done and what it 
would involve for you. Here are some details about the study. If you are 
interested then please read the enclosed Participant Information Sheet and 
complete the Expression of Interest form in the prepaid envelope provided. 
A member of the research team will then contact you to discuss the project 
and answer any questions you may have so far. Asking for extra information 
does not constitute an agreement to take part in the study, it just means you are 
LQWHUHVWHGLQILQGLQJRXWPRUHDQGWKLVLVZK\ZH¶OOFRQWDFW\RX. 
 
Here are some things you should know about the study: 
 
What is the purpose of this study? 
This project will examine how people who are experiencing psychological 
distress seek help, to discover more about why certain paths are chosen (such 
DV YLVLWLQJ D *HQHUDO 3UDFWLWLRQHU  RU µ*3¶ E\ VRPH DQG QRW RWhers. A lot is 
known about different patterns of help-seeking, such as differences between 
men and women, but not much is known about why these differences exist, and 
that is what this project will begin to examine.  
 
Why me?  
You have been invited to take part because you meet the main inclusion 
criterion for the project; that is, you are currently seeking (or have recently 
sought) help for psychological or emotional distress, from your GP. Your GP 
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(along with other GPs within NHS Nottingham City) has been asked to pass 
leaflets to patients who meet this criterion, and so this is being done in various 
GP surgeries within Nottingham City. 
 
Do I have to take part? 
No, you are not obliged to take part, participation is done on a purely voluntary 
basis and it is up to you to decide to join the study. If you agree to take part, we 
will then ask you to sign a consent form. You are free to withdraw at any 
time, without giving a reason. This would not affect the standard of care 
you receive.  
 
What will happen to me if I take part?  
:H¶OODUUDQJHDFRQYHQLHQWGDWHDQGWLPHIRUDQLQWHUYLHZ7KHLQWHUYLHZZLOO
be audio-recorded (sound only, no pictures) so that we can transcribe (type up) 
what was said in the interview. The interview will explore: how you came to 
your decision to go to your GP (the story that led up to your decision); what 
expectations you had; whether any other sources of help had already been tried; 
and what you think about the topic of mental health more generally. The 
interview is likely to last between 30 and 90 minutes.  
 
If you are interested in taking part then please complete an expression of 
interest form and send it back to the research team, and read the 
Participant Information Sheet that was included in this pack. One of our 
members will contact you to answer any questions you might about the 
study, about the information you have received so far, and any other 
questions you may have. In the meantime, if you would like to contact the 
research team directly, then please call Sue Brown on 0115 9515227 or e-
mail lqxsb5@nottingham.ac.uk. 
 
Thank you for your time.  
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Expression of interest form 
Study title: Help-seeking behaviour of people experiencing psychological 
distress 
 
If you have read the leaflet about our study, and are thinking about taking part 
(or would simply like to know more) then please complete and return this form, 
in the prepaid envelope provided.  
 
1DPH««««««««««««««« 
$GGUHVV«««««««««««««« 
«««««««««««««««««« 
«««««««««««««««««« 
3RVWFRGH«««««««««««««« 
 
/DQGOLQHWHOHSKRQHQXPEHU««««««««««««« 
0RELOHWHOHSKRQHQXPEHU«««««««««««««« 
 
*Please indicate which number you would prefer to be called on, by placing a 
star (*) after it.  
 
If there is a best time of day to call you, please indicate when: 
«««««««««««««««««««««« 
 
If there is a best day of the week to call you, please indicate when: 
««««««««««««««««««««« 
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I am interested in the study and would like to express my interest so that I can 
receive a follow-up call that gives me a chance to ask questions about it. I 
confirm that I meet the following study criteria: 
 
- I am over 18 (or 18 years old exactly) 
- I am not a mental health professional, or a health care professional 
- I live within the boundaries of NHS Nottingham City (at the above address) 
- I have recently been to my GP in relation to psychological or emotional 
distress, for the first time  
 
 
6LJQHGQDPH«««««««««««««« 
'DWHRSWLRQDO«««««««««««««« 
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Participant Information Sheet 
Study title: Help-seeking behaviour of people experiencing psychological 
distress 
Researchers: Ian Shaw & Susan Brown 
 
We would like to invite you to take part in a research study. Before you decide 
we would like you to understand why the research is being done and what it 
would involve for you. One of our research team will be happy to go 
through this information sheet with you and answer any questions you 
have. This would take about 10 minutes.  We are happy to do this over the 
phone or face to face, and will call you in a few days to discuss your preference. 
Feel free to talk to others about the study if you wish. You will find our contact 
details at the end of this sheet, should you wish to contact us.  
 
This sheet tells you the purpose of this study and what will happen to you if 
you take part, and gives you more detailed information about the conduct of the 
study. If there is anything that is not clear then please do mention it, and we 
will discuss it with you further.  
 
What is the purpose of this study? 
This project will examine how people who are experiencing psychological 
distress seek help, to discover more about why certain paths are chosen (such 
DV YLVLWLQJ D *HQHUDO 3UDFWLWLRQHU RU µ*3¶ E\ VRPH DQG QRW RWKHUV $ ORW LV
known about different patterns of help-seeking, such as differences between 
men and women, but not much is known about why these differences exist, and 
that is what this project will begin to examine.  
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This project is being done as the basis of an educational degree that is at 
DoctorDOOHYHOWKDWLVLWLVSDUWRID3KLORVRSK\'RFWRUDWHRUµ3K'¶  
 
Why me?  
You have been invited to take part because you meet the main inclusion 
criterion for the project; that is, you are currently seeking (or have recently 
sought) help for psychological or emotional distress, from your GP. Your GP 
(along with other GPs within NHS Nottingham City) has been asked to pass 
leaflets to patients who meet this criterion, and so this is being done in various 
GP surgeries within Nottingham City. 
 
Do I have to take part? 
No, you are not obliged to take part, participation is done on a purely voluntary 
basis and it is up to you to decide to join the study. If you agree to take part, we 
will then ask you to sign a consent form. You are free to withdraw at any 
time, without giving a reason. This would not affect the standard of care 
you receive.  
 
What will happen to me if I take part?  
Interview 
:H¶OODUUDQJHDFRQYHQLHQWGDWHDQGWLPHIRULQWHUYLHZZKLFKZLOOWDNHSODFH
in your home unless you would prefer to be interviewed elsewhere (if this is 
the case we will select a public place, such as a local community centre). The 
interview will be audio-recorded (sound only, no pictures) so that we can 
transcribe (type up) what was said in the interview. The interview will explore: 
how you came to your decision to go to your GP (the story that led up to your 
decision); what expectations you had; whether any other sources of help had 
already been tried; and what you think about the topic of mental health more 
generally. The interview is likely to last between 30 and 90 minutes. This is the 
main part of the research, and if you wish, this can be the end point of your 
involvement in the research.  
 
7KH µGDWD¶ WKDW LVZKDWZDV VDLG LQ WKH LQWHUYLHZZLOO WKHQEH DQRQ\PLVed, 
and will be added to other interview data, to be analysed by a member of the 
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research team. Data collected may be used for future research on related topics, 
though this will not require any additional involvement on your part. 
 
Summary of the findings 
If you wish, you can receive a short written summary of the overall research 
findings at the end of the study.  If you would like to receive this, please 
indicate so on the consent form. This is likely to be sent to you around 
September 2011 (due to the size of the project).    
 
Some participants may wish to provide take part in an extra stage in the study.  
This will now be discussed. This extra stage is voluntary and you do not need 
to take part, even if you have been interviewed. 
 
µ3DUWLFLSDQWYDOLGDWLRQ¶extra stage) 
Once the interviews have all been analysed, we will contact some participants 
to discuss the analysis based upon their interview (and how it fits in with the 
RYHUDOOSURMHFW7KLVLVFDOOHGµSDUWLFLSDQWYDOLGDWLRQ¶DQGLWJLYHV\RXDFKDQce 
to say whether or not you think we have understood and interpreted what you 
said, correctly. It also gives you a chance to comment on what you think of the 
findings. By including this stage we are able to build in useful feedback into 
the write-up. This is likely to happen up to 6 months after the interview. 
 
Are there any payments or payment of expenses? 
<HV<RXZLOO UHFHLYHDQµLQFRQYHQLHQFHDOORZDQFH¶RIIRU WDNLQJSDUW LQ
the research.  This will be given to you at the beginning of the interview. There 
will be no payment of expenses as the interview is likely to take place in your 
home. If it takes place outside of your home then expenses will be discussed 
whilst making interview arrangements.    
 
What are possible risks and disadvantages of taking part?  
There are no likely disadvantages of taking part. It is possible, however, that 
you might experience distress whilst recalling painful or difficult experiences, 
and so you should think about this as one possible risk. You are not expected to 
talk about anything that you are not comfortable talking about, and if you feel 
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WKDW \RXGRQ¶WZDQW WR FDUU\ on with the interview at any point, then we can 
stop it immediately (with no negative consequences). This is discussed in more 
GHSWKLQWKHVHFWLRQHQWLWOHGµKDUP¶ 
 
What are the possible benefits of taking part?  
There are no therapeutic benefits to taking part, although some people enjoy 
the experience of being interviewed and having someone listen to them. The 
research may be used to make recommendations for service provision, 
although it is likely that any changes are experienced in the short term and any 
changes that do occur might not affect you personally.  
  
Will my taking part in the study be kept confidential? 
Yes. We will follow ethical and legal practice and all information about you 
will be handled in confidence. We will tell your GP that you are taking part 
XQOHVV\RXVSHFLI\WKDW\RXGRQ¶WZDQWXVWR You will be invited to confirm 
this at the point of giving consent to take part in the study (there is a box on the 
consent form that allows you to choose whether or not they are told). Your GP 
will not be given any information about what you say in the interview, they 
will simply be told that you have taken part in the study.   
Anything you say during the interview will be confidential and your personal 
details will not be stored alongside what you say in the interview. As soon as 
the interview has taken place, the transcript of your interview will be given a 
pseudonym, and from then on, analysis will take place anonymously.  
Some quotes may be used in the write-up and in future publishing, however 
any identifying details (such as names, places and other identifiable data) will 
EHDQRQ\PLVHGVRWKDWLW¶VQRWSRVVLEOHWRLGHQWLI\\RXEDVHGRQZKDWLVTXRWHG 
 
The only occasion on which anonymity is not assured, is if you reveal 
something during the interview that indicates someone (you, or someone else 
including any child) is in significant danger of harm, or in the event of 
GLVFORVXUHRIDµVHULRXV¶FULPH,QWKLVLQVWDQFHWKHUHVHDUFKWHDPZLOOFRQVLGHU
whether disclosure of this information is necessary in order to prevent such 
harm from taking place, or whether such information is in the public interest. 
Any disclosure would take place after careful consideration by the research 
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team, on a case-by-case basis, taking into account the degree of severity of 
WKUHDWWRVDIHW\DQGRUWKHµVHULRXVQHVV¶RIWKHFULPH7KLVFRXOGPHDQSDVVLQJ
on your disclosure to the relevant authorities. Any decision to disclose such 
information will be communicated to you.    
  
:KDWZLOOKDSSHQLI,GRQ¶WZDQWWRFDUU\RQZLWKWKHVWXG\" 
If you wish to withdraw from the study, then you can do so immediately and no 
new data will be collected. Data collected up to that point will be retained in 
the study and anonymised (so that no one will be able to identify you from it).   
 
What if there is a problem or I want to make a complaint?  
If you have a concern about any aspect of this study, you should ask to speak to 
the researchers who will do their best to answer your questions on 0115 
9515227. If you wish to make a complaint then you should contact the Chief 
Investigator, Professor Ian Shaw on 0115 9515409 or via e-mail at 
ian.shaw@nottingham.ac.uk. If you remain unhappy and wish to complain 
formally, you can do this through the NHS Complaints Procedure. Details can 
be obtained from 0115 9515227 or your GP surgery.   
 
Harm  
It is extremely unlikely that any harm will come to you just as a result of taking 
part in this interview. You will not be expected to disclose information you are 
unwilling to disclose. In the unlikely event that the interview does cause you 
distress, you are welcome to end the interview at any time, at which point you 
will be given the opportunity to discuss your distress and whether you wish 
someone to be contacted on your behalf (such as your GP or a close friend or 
family member).   
 
What will happen to the results of the research study? 
The results will be fed back to NHS Nottingham City in written format and 
also to healthcare professionals within NHS Nottingham City, at a workshop. 
The results will also be written up in the PhD thesis, compiled into articles for 
journals and other publications, and also presented at conferences. Anonymity 
will be ensured at all times.      
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Who is organising and funding the research?  
The research is being organised and based at the University of Nottingham.  It 
is jointly funded by the Economic and Social Research Council (ESRC) and 
the National Health Service (NHS). 
 
Who has reviewed the study?  
All research in the NHS is looked at by independent group of people, called a 
Research Ethics Committee, to protect your interests. This study has been 
reviewed and given favourable opinion by Derbyshire Research Ethics 
Committee.  
 
Thank you for taking the trouble to read through this information sheet. If 
you now agree to take part in the research and sign the consent form you 
will be given a copy of the consent form and this information sheet to keep 
for reference. If you would like to contact a member of the research team, then 
please feel free to call Sue Brown on 0115 9515227 or via e-mail at 
lqxsb5@nottingham.ac.uk.  
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Appendix 7 
3DUWLFLSDQWV¶GHPRJUDSKLFLQIRUPDWLRQ 
 
Lay participants 
Julia: female aged 50; self-employed; married with family; white British 
Phil: male aged 56; self-employed; separated with family; white British 
Sarah: female aged 41; employed full time; single; white British 
Anthony: male aged 21; student; single; white British 
Kate: female aged 21; student; single; white British 
Dennis: male aged 63; semi-retired; married with family; white British 
Michelle: female aged 22; student; single; white British 
Nell: female aged 80; retired; cohabiting; white British 
Diane: female aged 52; unemployed (high SES); married with family; white 
British 
 
Lay participants who could be reclassified as help-seekers 
Anita: female aged 41; employed full time; married with family; British Indian 
Sadie: female aged 33; unemployed; single parent; white British 
 
Help-seeker participants 
Debbie: female aged 46; employed part-time; single parent; white British 
Dylan: male aged 38; unemployed; single; white British (Irish descent) 
Cath: female aged 58; employed full time; married with family; white British 
Sally Anne: female aged 66; retired; widowed; white British 
Patrick: male aged 71; retired; widowed; white British 
Tanya: female aged 44; unemployed; single parent; white British 
Anna: female aged 39; unemployed; cohabiting; white British 
Antonio: male aged 37; employed part-time; married with family; Italian 
Kara: female aged 22; employed full time; cohabiting with family; white 
British 
 
All names given above are pseudonyms. 
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